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The Contribution a Hospital May Make 
to Its Community 


HON. HENRY J. CODY, M.A., D.D., LL.D., F.R.S.C. 


of what Sir William Osler called “man’s re- 

demption of man.” In that delightful address, 
be described the beneficent result of anesthesia, 
of antiseptic and aseptic surgery and of the aboli- 
tion and prevention of fevers and acute infections. 
We may well add to those elements in man’s re- 
demption of man, the emphasis laid today on pre- 
ventive medicine, on the relation between nutri- 
tion and health, physical therapy, radiology, and 
the comparatively new field of chemotherapy. The 
hospital has its part, no small part, in man’s re- 
demption of man. 


Toro hospitals form a very important part 


Hospitals are institutions for the temporary re- 
ception of the sick. The word hospitalis, by der- 
ivation, is an adjective belonging to the noun 
“hospes,” and that may be translated either 
“host” or “guest.” The word “hotel” and the 
word “hostel”’ have the same derivation, but like 
the word “hospital” have become limited and spe- 
cialized in their application. The original simple 
function of the hospital to be a temporary recep- 
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tacle for the sick, has been, in modern times, 
vastly enlarged; the present day hospital repre- 
sents an evolution or development extending over 
many centuries. We passed from the day when 
it was a refuge for the sick to the day when it 
helps all classes; from the day when it cared for 
the individual to the day when the whole commu- 
nity is served; from the time when the hospital 
was merely a remedial institution to the time 
when it is a positive, constructive apostle of 
health. 


The Old Concept of Hospitals 


Originally the hospitals were small, poorly or- 
ganized, overcrowded, and scantily equipped. A 
hospital was a last resort; a place in which you 
went to die. When you remember the days when 
operations had to be performed without anes- 
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thetics and the days when anesthetics were ad- 
ministered and operations performed without 
antiseptics, you can well realize the dread with 
which many people viewed the hospital. 


Great advances have been. made in the modern 
hospital; its development is one of the most strik- 
ing evidences of the advance of scientific and hu- 
manitarian principles which the world has ever 
seen. I link together the two, the scientific and 
the humanitarian. Nowadays, a hospital is, if 
possible, erected on. an extensive site; it is a small 
community within itself with hundreds of inhab- 
itants; it is a complicated scientific institution 
with a strong humanitarian aspect, the handmaid 
of modern scientific medicine. 


The hospital today is a city within a city. Its 
day is twenty-four hours; it is a bakery, a power 
plant, a laundry, a college with lectures and teach- 
ers, a laboratory for scientific research and a great 
warehouse for bandages. And that is only the 
beginning of the description. Its facilities have 
been marvelously extended. 


On this continent, where land is not so precious, 
the tendency is away from the old, gloomy quarters 
that suggest disease and death, into open park, 
garden-like surroundings; from the noisy turmoil 
of the crowded city into peaceful habitation as 
free as possible from noise. In some of our large 
cities we have to resort to the skyscraper hospital; 
for convenience and economy in management. All 
the newer hospitals are fireproof, and represent 
a tremendous advance in architecture, equipment, 
and environment. 


The Modern Concept 


In the Middle Ages, the hospitals and nursing 
systems were connected with religious organiza- 
tions. The oldest foundations in the Old World 
and in some of the new lands indicate this orig- 
inal religious connection. The Hotel Dieu in Paris, 
and the St. Thomas Hospital and the St. Barthol- 
omew’s bring us back to the days when. religious 
orders cared for the sick and the needy. 


Today the hospital is an extraordinary combi- 
nation; it is a combination of public and voluntary 
effort, it is a combination of diverse sources of 
revenue, revenue from patients, from patrons, 
from municipal grants, from government tax- 
ation, from the earnings of special departments, 
from private benefactors who may give buildings 
or equipment or maintenance, and from general 
endowments for hospital purposes. It is a com- 
bination of various expert services; the expert 
service of the physician, the surgeon, the nurse, 
the scientist, the dietician, and howadays a group 
of technical experts such as the chemist, the path- 
ologist, and the technician in charge of x-ray and 
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radium. To those we must add the business ad- 
ministrator, the superintendent of the housekeep- 
ing department, and those who direct the social 
service. The hospital has become further, a great 
training school for doctors and nurses, usually 
affiliated with a university. It has come in our 
land, for the most part, under government super- 
vision, so that all its accounts are open to public 
inspection, and its. general policy is determined 
by statute. Our general hospitals in this land are 
both clinical and non-clinical. The Toronto Gen- 
eral Hospital, to which primarily I have to refer 
because I know it best, is a clinical hospital to 
which a medical school is attached. In it there 
are public wards and private wards and semi- 
public and semi-private rooms. There are pre- 
natal and post-natal clinics, emergency wards, an 
out-patient department, clinical laboratories, and 
departments for x-ray and radium, for physical 
therapy and heliotherapy. In some of our great 
Canadian. cities since eighteen forty, at least, 
there have been specialized hospitals, some to deal 
with infectious diseases, and they are, for the 
most part, under municipal control and supported 
by municipal taxation. Then there are tubercu- 
losis and mental hospitals that are supported and 
under the control of provincial and state author- 
ities; a group of convalescent hospitals, not as 
large as it ought to be, and a group of institutions 
bearing the sad name of incurable hospitals, 
which we are trying to call chronic hospitals. 


The general hospitals of Canada are voluntary 
community hospitals subsidized by aid from the 
municipality and from the government. The 
Toronto General Hospital, for example, has a 
Board of Trustees made up of representatives 
appointed by the government of the province, by 
the municipal council of the city, by the subscrib- 
ers at large and by the University of Toronto. 


Meeting the Needs of the Community 


To approach the subject more closely, it is ex- 
tremely necessary to analyze the needs of a com- 
munity, if you are going to avoid overlapping of 
effort and over-hospitalization. First of all, the 
hospital is erected primarily for the proper and 
rightful care of patients; it seeks to meet the 
needs of the community on the subject of its ill- 
ness and also on maintaining its.health. The hos- 
pital must contain the best of facilities for diag- 
nosis as well as for treatment, and this implies 
good equipment, a good medical staff, good nurses, 
good organization, good supervision, and good 
general administration. The medical staff must 
be so organized that someone shall head each de- 
partment and supervise its work. Certainly if 
there is to be any teaching, that condition must 
be rigorously fulfilled. 
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Further, the hospital must possess such equip- 
ment and such general curative agencies and facil- 
ities as are known to produce certain specific re- 
sults, both diagnostic and curative. Today we all 
have to possess good x-ray equipment, some supply 
of radium, the very best operating room equip- 
ment, the best kind of anesthetic that gives the 
least unfavorable reactions. We must have a thor- 
oughly trained pathologist. 


The hospital must be so organized as to meet 
the needs of the various classes in the community. 
The sick poor in the public ward where the hos- 
pital has a medical faculty receive good care, the 
persons possessed of ample means are admirably 
cared for in the private ward, the group between 
these classes need better facilities for hospital 
care within their means. We must try to ease, as 
we are already seeking to do in the hospital which 
I represent, hospital expenses for that large class 
who are willing to make some contribution toward 
their care but cannot meet the full cost of private 
or semi-private treatment. I think this is one of 
the most urgent hospital problems that presents 
itself to us for solution. As far as the doctors who 
serve the hospital are concerned, we must try to 
provide accommodation for all classes of their pa- 
tients so that the patients may not be scattered 
over the whole city, the whole community, and 
the doctors’ time and strength severely taxed in. 
seeking to reach them within a limited time. 


A hospital in a large city, particularly, should be 
so organized as to cope with any emergency that 
may arise in the community. For example, as 
long as there are careless drivers of automobiles, 
we shall have accidents on a scale as large as an 
international war. We must provide on a larger 
scale than ever, emergency wards for motor acci- 
dents—until we can inject more sense, more un- 
selfishness, into those who control these powerful 
machines. We must provide against the catas- 
trophes that may befall any community through 
flood or fire and we must provide against occa- 
sional epidemics. In Toronto we know that of 
late we have had to provide against an outbreak 
of poliomyelitis. Iron lungs and other parallel 
inventions have to be provided to meet the needs 
of the community in. the form of an outbreak of 
epidemics. We must have a margin of safety in 
our accommodation. On the whole I think all 
hospitals have met those emergencies. 


The Psychological Values in Hospital Care 


Further, in meeting the needs of the commu- 
nity, the hospital staff, doctors, nurses and admin- 
istrators must keep in mind the individual prob- 
lems of the patient and his relatives and friends. 
They are under strain and anxiety and to them 
there is only one patient of importance in the hos- 
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pital. The whole staff has to learn to be patient 
with both visitors and the sick. This task may 
become, and does become wearing and wearying 
to the administrators, but after all, it is their life. 


Psychologically, we are brought face to face 
with another phase of hospital service, and that 
is the influence of surroundings, material and per- 
sonal, on the mental and the physical condition of 
the patient. Such things can increase the patient’s 
general power of resistance; indeed I think the 
fundamental principle involved is that the pa- 
tients should be treated primarily as persons and 
not as cases. I have heard of a hospital where 
everyone who enters has a number, and he is 
nothing more than a number. I cannot conceive 
of anything psychologically that would have a 
worse effect upon the patient. 


In the study of medicine today emphasis is be- 
ing increasingly placed upon the body as a self- 
sustaining organism. The subject of inquiry is 
life rather than the perils which threaten life. 
Every addition to knowledge seems to display the 
mechanism of life in some new and unexpected 
light. Lord Dawson of Penn, one of the most dis- 
tinguished physicians in England, speaking upon 
the occasion of the one hundredth anniversary of 
the British Medical Association, said that health, 
like healing, comes in the last resort from with- 
in; stimulation and assistance come from with- 
out. Anything that reinforces the personality of 
the patient reacts favorably on the healing proc- 
ess and his recovery. 


To do what is expected by a hospital on a twen- 
ty-four hour service seems to require about one 
attendant for each patient. In some hospitals 
there are as many on the average as two point six 
attendants for each patient. The maximum of effi- 
ciency can only be gained by increasing the num- 
ber of attendants, provided, of course, they are in 
their turn efficient. 


The Hospital as an Educational Center 


Now while the primary purpose of a hospital is 
to care for the sick, it meets the needs of the com- 
munity today in a second great fashion. A hos- 
pital is a great educational center. It is abso- 
lutely indispensable to the training of nurses, both 
bedside nurses and public health nurses; to the 
training of the medical students who are one day 
to become the practicing physicians and surgeons; 
to the training of the young intern who, after 
no small degree of general scientific preparation 
and clinical training, must get further ahead by 
practice. It is indispensable further to the train- 
ing of the practicing doctor. The practicing doc- 
tor may not seem so obviously to fall into this 
education category, but the practicing doctors are 
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being constantly further trained by the daily 
work in the hospital, by consulting together in 
groups and at staff meetings. The practicing 
doctor finds in the hospital facilities for continu- 
ing his own postgraduate studies. In the hospital 
also are trained, as I have said, the technician in 
connection with x-rays, heliotherapy, physiother- 
apy, the dietitian and the social worker who must 
follow up the case. The hospital is thus a great 
deal more than an institution of healing; it is a 
great educational institution. Without its coopera- 
tion there could not be provided the trained med- 
ical man, the trained attendant, the trained nurse, 
the trained technician. 


The Hospital as a Laboratory of Clinical Research 


Every hospital must do its share of recording 
data and securing complete reports of all the 
cases, all the laboratory examinations, x-ray re- 
sults. These records ought to be available to all 
research workers; they represent the results of 
experience. In the Toronto General Hospital, one 
of the finest rooms is the library where are kept 
the case records. They are a necessary contribu- 
tion to medical science. They must be consulted 
by the research students in every department of 
medicine or surgery. 


Hospital Leadership in Preventive Medicine 


The modern hospital must, in order to meet the 
needs of the community, give leadership in. pre- 
ventive medicine. The hospital should be the 
great apostle of good health in the whole com- 
munity. Patients can be educated while they are 
in the hospital. To the hospital the family physi- 
cian can bring his patient for recurrent examina- 
tions. The hospital of today, if it is to be pro- 
gressive, must not only cure disease but must also 
prevent it. Through its various clinics it serves 
the whole community in manifold methods of pre- 
vention. The Toronto hospitals serve in out- 
patient clinics about eighteen hundred people a 
day. The Toronto General Hospital, the superin- 
tendent tells me, serves an average of about seven 
hundred a day. 


Meeting Community Needs Through Hospital 
Social Service 


The modern hospital meets the needs of the 
community by its social service work. I believe 
that the social worker will be an increasingly 
valuable agent in our hospital work. She will 
supplement the out-patient department by a hu- 
manizing element, she will follow the patients 
after they leave the hospital and see how they 
progress. Scientific knowledge is handicapped 
often by a lack of knowledge as to the result of the 
treatment. The social worker will be able to 
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bring the patient back for examination, determine 
what, if any weaknesses have been developed, and 
see if the work done by the hospital has been really 
worth while. There is an important connection 
between character and circumstances, and the 
social worker may be able to improve the sur- 
roundings, the circumstances, in regard to clean- 
liness and ventilation and nourishment, and so 
indirectly to help the whole community to promote 
good health. 


The Convalescent Hospital 


The convalescent hospital is another great de- 
velopment. Upon that I have time to say nothing 
save this: I believe that all hospitals would profit 
in large communities if they could combine to have 
a convalescent hospital conveniently situated. 
They could empty wards; they would not need to 
be so large as they are today, and active treatment 
would be confined to a limited period and the less 
expensive treatment only would be needed for the 
convalescent hospital. 


The Red Cross Hospitals in Canada 


I want to describe one further way in which in 
this Dominion of Canada, the hospitals have 
sought to meet the needs of their communities. 
You know the Red Cross on both sides of the line 
originated in an effort to minister to those who 
were wounded in war. After the last great war 
was over, the Red Cross in this country and in the 
United States continued its work. The motto 
adopted was “Serving still.” In this country the 
Red Cross set itself to establish a series of outpost 
hospitals in remote districts of northern Canada. 
Courageous nurses make their way over the ice 
and through the snow in temperatures of twenty 
or thirty below zero to bring the benefits of mod- 
ern skill and science to people in the far-off north- 
lands. The first such hospital in the world, I 
believe, was set up by the Red Cross in Saskatche- 
wan about nineteen years ago. There are now 
forty-three such hospitals in Canada. During the 
past year, more than eight thousand patients were 
treated, and nurses have made more than. twenty 
thousand visits to the homes in these isolated sec- 
tions. Since this work began, more than sixteen 
hundred children. have been born with only a Red 
Cross nurse in attendance and without a single 
fatality. 


Because it is related to the Red Cross, I am 
bound to speak of the way in which the hospital 
has to meet the needs of its community in time of 
war. Our Toronto hospitals have had to face the 
demands made upon them already by the grim ne- 
cessity of war. From our staff in the Toronto Gen- 
eral and in the other allied hospitals, we have had 
to provide already one base hospital; from our 
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staff have had to go officers, orderlies, nurses, and 
we must fill their places. We are faced with the 
scarcity of certain commodities almost essential 
for hospital use. We are faced with the necessity 
of trying to buy surgical instruments from new 
sources. That, I imagine we shall have to do to 
a larger extent than in the past. It is more diffi- 
cult to get certain drugs than it was; new sources 
of supply must be found. A hospital has the sat- 
isfaction, at least, to know that it can make a con- 
tribution to repair and reconstruction in times of 
war, when the processes of destruction of human 
life by wounds and disease are rampant. 


I have sought to indicate some of the ways in 
which the hospital, a modern hospital, enlarging 
its functions, seeks to meet the needs of the com- 
munity in which it finds itself. The community 
expects a great deal from its hospitals and I think 
the communities at large have little cause for find- 
ing fault. There is no more commendable work 


than that done through the instrumentality of hos- 
pitals for the prevention of illness and the cure 
of disease. The hospital is essential almost to the 
life of every community and yet corporate respon- 
sibility for it is not adequately realized. That 
corporate responsibility or governmental respon- 
sibility is recognized in regard to our lighting, our 
water supply, our fire protection, our police serv- 
ice. I believe that the hospital must ultimately 
become the responsibility of the public as a whole. 
The hospital is the servant of the community and 
it deserves support from the community. No in- 
stitution is more dependent on the human element 
involved and employed than is the hospital. It is 
an institution not made of stone and brick and 
mortar and steel and white beds in rows. In all 
hospitals the administration and the medical prob- 
lems must be kept in close touch with human feel- 
ings. The balance sheet at the end of the month 
is not the only barometer of a hospital’s useful- 
ness and success. 





An Important Announcement 
HOSPITALS Introduces Monthly Commodity Service Reports 


Commencing with the February, 1939, issue of HOSPI- 
TALS, a monthly review of market conditions will appear in 


this journal. It will include an analysis of price trends and 


market indices of a number of staple commodities used by 


hospitals. Among those dealt with in these reports will be 


the following: 


Drugs and Chemicals 
Paper Products 
Cotton Goods 

Wool 

Surgical Dressings 
Surgical Instruments 
Rubber Goods 


Fuels 

Groceries 

Meats 

Fresh Vegetables 
Fresh Fruits 
Canned Vegetables 


Canned Fruits 


This assistance to hospital administrators and to purchas- 


ing agents in hospitals is offered by arrangement with the 


“McGill Commodity Service.” 


COMMITTEE ON PURCHASING 


Council on Administrative Practice 
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A Patient's View of a Hospital 


THE VERY REVEREND JOHN WARREN DAY 


the average person realized that his estimate 

of anything or any person was rooted in the 
relativity of his experiences and associations. In 
attempting to describe a patient’s view of a hos- 
pital one is naturally confined, for the most part, 
to one’s associations and experiences in hospitals 
on a relative basis. In 1935, I visited a large Lon- 
don hospital, in the Bethnal Green district. This 
was an institution of 850 beds, with an average of 
650 bed patients a day. The hospital was entirely 
made up of wards with not a private room for pa- 
tients on the premises. There was a large out-pa- 
tient department, with a weekly patient load run- 
ning into the thousands. While there, I was asked 
to have tea with the superintendent, who seemed 
to have plenty of time to “visit”? with Americans. 
The tea helped towards friendliness. Incidentally, 
the superintendent permitted me to read a Jetter 
to the hospital, written by George Washington, 
dated November 20, 1795, in which Washington 
enclosed $60 for a set of false teeth. With the 
same letter, he returned to the hospital a part of 
the old set which had been made out of ivory and 
which is still in the possession of the hospital and 
always kept in the vault for safe keeping. I was 
permitted to look at it. The superintendent told 
me with a twinkle in his eye that he kept very 
carefu- watch over the teeth when a group of 
American doctors had visited the hospital during 
a medical conference in London, a few years 
before. 


zm before the advent of Doctor Einstein, 


In this hospital, I felt there was a more restful 
atmosphere than we find in comparable institu- 
tions in America. There were no address systems 
barking out in monotonous tones: “Doctor Bone- 
break wanted on the telephone, Doctor Bonebreak 
wanted on the telephone.” There was also a defi- 
nite lack of the spirit of hustle and bustle so fre- 
quently found in our hospitals, and there were no 
telephones ringing in the hallways. 


As compared with our Class A modern Ameri- 
can hospitals, this London institution would, no 
doubt, be classified as definitely second rate, but 
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I was greatly impressed by the restful atmosphere 
that prevailed there. 


It Takes More Than Structural Perfection 
to Make a Class A Hospital 


Again, if one should attempt to compare the 
Class A hospitals of today with those of the same 
rating fifty years ago in the United States, the 
older institution would seem very primitive in- 
deed, and yet the modern hospital has by no means 
reached a degree of efficiency in service which 
would take it out of the realm of criticism. 


An anthropologist in the University of Pennsyl- 
vania reported recently that he discovered a tribe 
of natives in the Amazon region of South America 
who made a practice of setting aside a certain 
number of hours daily during a certain season of 
the year, in which they refused to take part in 
any kind of bodily activity in order to give their 
spirits a chance to catch up with their bodies. 


What I have to offer to you today, by way of 
friendly criticism of hospital technique, might 
easily be placed in a category similar to the prac- 
tice of the Amazon natives. The modern recently 
built hospital can be a marvel of perfection from 
the purely structural and convenience point of 
view. But no matter how perfectly constructed a 
building might be, unless the working personnel 
has the welfare of the patient constantly in mind, 
the hospital’s reputation as a Class A institution 
will suffer. 


Health of Body Cannot Be Separated from 
Health of Mind 


A hospital is a good deal like a school or a col- 
lege. A community may possess the most won- 
derful school buildings imaginable for educational 
use, but unless there are good teachers doing the 
instructing, it will be a second or third rate in- 
stitution of learning. By the same sort of rea- 
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soning, a hospital should have a working personnel 
constantly mindful of the fact that health of body 
cannot be separated from health of mind. One 
cannot be divorced from the other. A hospital 
encumbered with members of its personnel who 
are grouchy, ill-tempered, bad mannered or lack- 
ing in the spirit of cooperation, has a definite 
handicap to its purpose of curing illness, disease 
and broken bodies. 


Ability to Inspire Confidence Is the Greatest 
Asset for Hospital Personnel 


It would seem that one of the things superin- 
tendents of hospitals and nurses must be con- 
stantly guarding against is the attitude which 
assumes that all patients are exactly alike emo- 
tionally. Materialistic medical treatment, mech- 
anistic nursing care and efficient though heartless 
hospital service are apt to assume the commodity 
attitude towards patients. Once I asked a physi- 
cian in the Army, who was quartered with me in 
the same hut for four months, what he consid- 
ered to be the greatest asset of the successful 
physician. His reply was, the ability to inspire 
confidence in the mind of the patient. “The physi- 
cian,” he said, “who has just an ordinary medical 
education, who can inspire confidence in his pa- 
tients, will be a much greater success in medicine 
than the remarkable medical scientist who treats 
his patients as cases and not as personalities who 
are ill.” 


The same thing is, no doubt, true in regard to 
hospital personnel. It must be a great temptation 
on the part of hospital workers to look upon and 
treat each patient as a case—an appendectomy, 
a tonsillectomy, an historectomy, a gall bladder 
or an amputation—that is, to sink or lose the 
personality of the patient in a diseased organ or 
a broken bone of the body. I have heard nurses, 
both registered and unregistered, speak of “that 
tonsillectomy in room 310,” or “that historectomy 
in room 313.” It may sound very professional and 
is probably all right in discussing cases at a med- 
ical meeting, but such commodity expressions 
readily lead to commodity attitudes on the part of 
hospital personnel. This attitude is not condu- 
cive to a better mental attitude on the part of the 
patient. 


Commodity Philosophy 

I have had some experience in my own family 
in relation to this “commodity attitude” on the 
part of hospital personnel. When my two boys 
were quite small, we had their tonsils removed. 
Both boys had had several experiences in hospitals 
before and had never been entirely adjusted to 
the sanitary whiteness, the moralistic angularity 
and the unhomelike severity of the average hos- 
pital. As soon as they entered the children’s 
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room, they breathed the air of suspicion and 
fear, and displayed an expression of complete 
resignation to their parents’ cruel will. My wife 
and I had explained to them in our best pre-hos- 
pital-preparation-for-an-operation manner what 
would take place. We had assured them there 
would be no pain because the tonsils would be re- 
moved while they were asleep and that in a day 
or two, they would be well again and rid of those 
nasty things that had made them so sick. 


In order to relieve the older boy of any unneces- 
sary nervous tension, I gave specific instructions 
that the younger one was to be taken to the oper- 
ating room first and not returned to the children’s 
room until the older one had been taken out. I 
emphasized this precaution and the nurse said 
almost brusquely, “We will take care of that.”’ In 
about twenty minutes, while I was still sitting 
by the bed of my older boy, an orderly came into 
the room carrying the younger in his arms, still 
unconscious, his head hanging down and a thin 
stream of blood oozing from his mouth. To the 
seven year old, his brother looked as though he 
were dead. A mild case of hysterics followed, but 
there was no time to wait until he could be re- 
assured. Oh, no, the doctor was waiting and other 
doctors might need the operating room. A child’s 
mental and emotional state was unimportant. 
There were other tonsils to be removed and there 
was no time for sentimentality. 


The older boy screaming at the top of his lungs 
was hustled to the operating room protesting and 
fighting until he was strapped to the operating 
table and the anesthetic mask applied. The child 
ceased his struggles and the tonsils were removed. 
Being just an ignorant layman, all I could do was 
to stand by, and try to control my rising anger 
and my desire to push the whole white costumed 
gang aside, unstrap the child, take him home 
and risk the physical damage of the tonsils as a 
smaller liability than the nervous and emotional 
injury. Like the majority of laymen who are 
over-awed by hospital personnel, I submitted to 
this attack upon the child’s nervous system, hop- 
ing that everything damaging would be removed 
along with the tonsils. 


Three years later, it was necessary to have the 
tonsils removed from the throats of our two 
daughters, ages seven and five. On this occasion, 
I rehearsed our last traumatic experience to the 
floor supervisor. Everything would be done as 
I wanted, and was, except that when the younger 
girl was taken into the operating room, her sister’s 
blood was very much in evidence in basin and 
pan. This was too much for the younger member 
of the family. The same technique of force and 
compulsion were employed on this hysterical child 
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as was used on her brother three years before, in 
order to get the job done as soon as possible. 


In both instances, the children were treated as 
commodities. Tonsillectomies were to be per- 
formed. The important thing was to get the job 
done. If the children were upset by the unfamil- 
iar sight of a brother who looked as though he 
were dead and by a sister’s blood in basin. and pan, 
what of it? Tonsils must be taken out, that is 
what is important. 


I have sighted these two instances as rather ex- 
treme illustrations of the “commodity philosophy” 
which is quite obvious in many hospitals today, 
and which, in my opinion, is a definite handicap 
to the purpose for which they are built and main- 
tained. 


In theological and church circles one occasion- 
ally hears the expression, “O so-and-so was raised 
too close to the altar.” The expression means, of 
course, that to those raised in rectories and par- 
sonages, sacred things often become the merest 
commonplaces. All of us tend to turn daily occu- 
pational or professional tasks into soulless rou- 
tines. The hospital worker becomes so accus- 
tomed to “cases” coming into the hospital that 
the “cases” are apt to lose their personality quo- 
tient and become nothing more than human ma- 
chines taken to a white garage for repairs and 
overhauling. The hardboiled or case-hardened 
hospital worker whose mind and personality are 
as starched and ironed as a nurses’ uniform, may 
be the epitome of technical efficiency, but for my 
part I prefer a little more humanity and a great 
deal less of the starch and iron and technical 
morality. 


The “commodity philosophy” in business and 
industry may be summed up in the statement of 
purpose: “Everybody for himself and the devil 
take the hindmost, as the elephant said when. he 
stepped on the chicken.” In America, business 
has become a jealous god, constantly demanding 
more and more in human sacrifice, but there are, 
I hope “cities of refuge,” such as the home, the 
church, the school and the hospital. Hospitals 
must be run in a business like way, because the 
butcher, the baker and the utility companies must 
be paid for their commodities and their services 
but the hospital is no place for the “commodity 
philosophy” in dealing with human beings, who 
are ill both in body and mind, many of them vic- 
tims of the same philosophy in mart, factory and 
counting house, and seeking relief and refuge. 


The Patient Views the Instruments from a 
Different Angle Than the Doctor 


Another burden I have carried on my mind 
ever since I first entered a hospital is the attempt 
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to put on display at all times the surgical weapons 
or instruments in operating rooms. Why is it 
that sharp scalpels and grotesquely shaped instru- 
ments with a thumb screw here and there to give 
them tone, must always be on display to the awe 
and often the dismay and discomfort of an unsus- 
pecting victim. I realize that the normal adult 
wishes to be assured of the fact that he will be 
incised and clamped with sterile scalpel and clamp, 
but why must the plate glass case, with all the 
instruments, including delivery forceps, be the 
most prominent articles of decoration in an oper- 
ating room. If it is necessary to have transparent 
glass instead of the translucent variety, why can 
not a hospital screen be placed in front of it, at 
least until such time as the victim has been an- 
esthetized? | 


This particular device has always struck me as 
a bit of surgical sadism or hospital exhibitionism 
which is of no particular help to the timid patient 
who is about to be operated. Perhaps it is another 
evidence of the “commodity philosophy” which 
would say, “The important consideration in a hos- 
pital is not the patient but the convenience of the 
doctor and the hospital worker.” 


Several years ago, the Executive Secretary of 
the Department tf Christian Social Relations of 
the Protestant Episcopal Church committed a 
minor crime, in a large western city, in order to 
be arrested and thrown into the local county jail, 
to experience first hand the conditions under 
which the prisoners have to live. After he served 
his time, he wrote a very interesting article for 
one of our Church periodicals. In it, he stated 
that he thought it would be a good thing for the 
Church if all Bishops were sent to jail for a while. 
By the same kind of reasoning, I wish that every 
hospital worker could be subjected as a patient to 
the “commodity philosophy,” which is so apparent 
in many hospitals today. 


Routines and Rules 


After a week’s stay in a hospital in the city 
of Washington, where she had gone to have a 
minor operation, a refined woman came away feel- 
ing that hospital workers are much more inter- 
ested in routines and rules than in the patients. 
She had arrived at the hospital at 6 o’clock in the 
evening, expecting to be served supper. When 
7:30 arrived and no food she asked the intern to 
get her some supper. The intern spoke to the 
floor nurse, who said there was no way of getting 
food at that time of night. At his insistence, the 
nurse did manage to produce a cup of tea and two 
very thin pieces of toast. When the intern pro- 
tested about such an ethereal meal, the nurse re- 
plied, “We never have food on the floor this time 
of day.” 
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Although she was not to be operated until 9 
o’clock, next morning, yet she was awakened at 
5 o’clock to have her face washed, temperature 
taken and teeth brushed. The breakfast appeared 
at 7:15, after a two hour and fifteen minute lay- 
over in the dark. For ward and semi-ward pa- 
tients, this early morning face-washing, teeth- 
brushing, temperature-taking ritual at an early 
hour is part of the hospital routine. All this must 
be done by the night nurse at a very early hour, 
before she goes off duty. Just why the night 
nurse, who has three or four times as many pa- 
tients to look after as the day nurse, has to do 
this has never been adequately explained to me, 
except in the terms of old England; that is, “It 
has always been done that way,” and therefore 
must remain for ever and ever world without end, 
amen! 


I pose the question: “What is a hospital for?” 
and the obvious answer is, to help cure patients 
of their physical and mental illnesses. I have 
sometimes been convinced, however, that many 
hospitals are run not primarily for the benefit of 
the patients, but for the convenience of doctors 
and for the training of student nurses. As a mat- 
ter of fact, while acting as the executive chairman 
of a hospital board, it became my disagreeable 
task to ask a very personally attractive superin- 
tendent of nurses to find work elsewhere, simply 
because she insisted on administering her work 
on the basis that the hospital is first a training 
school for nurses and secondly a place where pa- 
tients are restored to health. 


Spiritual Germs 


Man is in constant conflict with germs of almost 
numberless varieties and kinds. The hospital has 
been conceived and born and raised as one of the 
most potent agencies and devices in man’s fight 
against germs which are the forerunners of death, 
but the fight is by no means all physical, technical 
and scientific. There are sometimes spiritual 
germs in the minds and personalities of hospital 
workers, which may become the allies of disease 
germs. I mean those bacteria of the thoughtless 
case-hardened hospital worker, who will make no 
effort to conceal from the sight of other patients 
the removal of stitches from an abdominal in- 
cision or who becomes so toughened to human dis- 
comfort that a helpless operative case may be left 
perched upon a bed pan for a half-hour or longer. 


I saw the ultimate of hospital “commodity phil- 
osophy” in an army hospital in France. While 
visiting a field hospital, I noticed a young soldier 
sick with the “flu,” whose bed was placed about 
one foot from a large stove. The boy had a high 
fever and asked me if I would have his bed moved 
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away from the stove. I made the request to the 
medical officer in charge. He promised to find a 
better place for the “flu” patient. Next morning, 
I could not find him in the hospital. Upon inquiry, 
I learned he had died in the night. When I asked 
if his bed had been moved from the stove, I was 
told it was no use—the patient was going to die 
anyway. 


All of us take things too much for granted, even 
our wives and husbands. When, however, hos- 
pital workers take patients too much for granted, 
when they become so case-hardened that they lack 
the ordinary feelings for people in physical dis- 
tress and pain, in my humble opinion they should 
be given a vacation. If the vacation does not serve 
to humanize them, then they should be advised to 
get a job on a belt line. 


“What About the Forceps, Smith?” 


There is a growing tendency in hospitals for 
doctors to call nurses by their last names and for 
nurses to resort to the same practice. Personally, 
I do not like the custom because I believe it tends 
towards the hardening process and also towards 
the ancient frame of reference of a nurse as “a 
critically unstable compound of nature and science, 
put together with adhesive tape, safety pins and 
starch,”—a creature who is a kind of third sex 
and more readily classified by the neuter gender. 
Nursing is one of the nobler professions. Per- 
sonally, I like the British custom of calling all 
nurses “sister” whether they belong to religious 
orders or not. It seems to set them off and raises 
them to a position of dignity not anticipated in 
the casual reference to them as Smith, Jones or 
McCarthy. A little bit sentimental perhaps, but 
the average patient in a hospital can take a little 
sentiment to the health of his mind and his body. 
No patient, unless he be a Frankenstein, chooses 
to have a hard as nails hospital worker take care 
of nim. That is the reason, no doubt, that men 
nurses are as scarce as the proverbial hen’s teeth. 
Women are supposed to be more sympathetic in 
their approach. That is why the majority of us 
think of the nursing profession as a one-sex 
pursuit. 


Hospitals have made tremendous progress in 
the last fifty years. Doctors, nurses, and hospital 
personnel generally deserve the perpetual thanks 
of laymen for the marvelous improvement in every 
field of therapeutic effort achieved over half a 
century. I do not know of any group of workers 
who have accomplished so much in so short a time. 
What little criticisms I have made are offered in 
the most friendly spirit, and I hope may be of 
some value as frank expressions of opinion com- 
ing from one who is deeply interested in the very 
important work in which you are engaged. 
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Tax Exemption of Charitable Hospitals 


EMANUEL HAYT 


AX exemption is a privilege granted by the 
T eovernment, and not a right. Every sov- 

ereign government has the inherent power 
of taxing persons, property, and business activ- 
ities. It is a fundamental rule that all persons 
and corporations should help to bear the cost of 
government; for reasons of public policy char- 
itable institutions have been relieved of this 
burden. 


Churches, colleges, and hospitals have been 
considered among the most valued possessions of 
our people. The benefits of such institutions ac- 
crue to the rich and poor alike; it has therefore 
been considered by the courts to be against public 
policy to tax these institutions. The burdens of 
taxation have been lifted from these institutions 
lest the poor and the rich be deprived of the com- 
fort and consolation of religion, the educational 
and cultural needs which the colleges provide, and 
the care in times of illness and stress which hos- 
pitals provide. 


Any taxation on the property, income, or fu- 
ture benefactions which these institutions may 
receive, would impair and possibly destroy the 
services which they now provide. The tendency 
of the courts and the legislatures is to avoid tax- 
ing charitable corporations. 


Tax Exemption Is a Subsidy 


In almost all states the property of eleemosyn- 
ary institutions is exempt by statute from taxa- 
tion, because charitable organizations, in a sense, 
perform a service for the public benefit, the cost 
of which might ordinarily be borne by the gov- 
ernment. If these services were not performed 
by voluntary associations, the state would have 
to carry out these functions at its own expense. 
Tax exemption, therefore, is in the nature of a 
subsidy from the state and its local governments 
to private agencies rendering services that affect 
the public welfare, well-being, and health with- 
out pecuniary gain to the agency. Exemption 
therefore lessens rather than increases the bur- 
dens of taxation. 
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Exemption Is Strictly Construed 


The general rule that an exemption from tax- 
ation is to be strictly construed applies to statutes 
exempting charitable corporations.’ If the prop- 
erty is devoted primarily to charitable purposes 
it is exempt, notwithstanding there is an. inci- 
dental use for another purpose. On the other 
hand, if it is incidentally charitable, while the 
primary use is for another purpose, there will be 
no exemption. To be exempt from taxation, prop- 
erty must be in actual use by the charity in carry- 
ing out directly its charitable purposes.’ 


While tax exemptions are strictly construed, 
the provisions of the statute are not given a dis- 
torted or unreasonable construction.* For ex- 
ample, if part of a lot or building is used for car- 
rying on the activities of the hospital, the lot or 
building is exempt to the extent that it is so used. 
Further, where part of a building or lot, actually 
used for hospital purposes, is rented out or leased 
to secure income, the hospital is not taxed as to 
the rented part, if the income is actually applied 
to the maintenance and support of the institution. 


One hospital was taxed on certain property and 
land which the corporation had acquired for a 
nurses’ home. When it was found that the soil 
could. not support the structure contemplated, the 
plan was abandoned. Thereafter, part of the 
property was used for the storage of records, part 
for the accommodation of interns and help, and 
part for the residence of a chaplain. Litigation 
arose over the payment of taxes, the city claim- 
ing that the property was not being used for hos- 
pital purposes. ‘The court decided that each parcel 


1Lois Grunow Memorial Clinic v. Oglesby, 42 Ariz. 98. 

2People ex rel. Graff v. Passavant Memorial Hospital, 342 Ill. 
193, 173 N. E. 770 

“Brattleboro Retreat v. Brattleboro, 106 Vt. 228. 
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was applied to hospital uses, and the property 
therefore was held exempt from realty and water 
taxes. The court also found that whatever income 
was received from the property in question. was 
necessary to and actually applied to the mainte- 
nance and support of the hospital. The legisla- 
ture must have considered the possibility that the 
hospital might need additional space to provide 
for the inevitable increase in the number of those 
seeking aid.t The present lack of funds to com- 
plete the use of vacant lots does not change the 
tax-free status of the land. 


That the piece of property for which tax ex- 
emption is sought is not adjacent to the hospital 
is immaterial. An interns’ building located across 
the street from the main hospital does not lose 
its affinity with the hospital simply because it is 
beyond the reach of the patients. Property used 
by the chaplain of the hospital is also deemed 
necessarily used for hospital purposes. 


Free Service for All Is Not Prerequisite 


There is no requirement that all patients be 
treated without charge as a condition to tax ex- 
emption. Those who are able to pay may be re- 
quired to do so, where the funds thus derived are 
devoted to the charitable purposes of the institu- 
tion.’ The fact that paying patients are accepted, 
the profits derived from their care being exclu- 
sively devoted to the maintenance of the charity, 
enhances the usefulness of the institution. The 
honest pride of poor but deserving patients is, it 
is said, much less wounded by being placed in an 
institution in which paying patients are also re- 
ceived. 


“The fact of receiving money from some 
of the patients does not at all impair the char- 
acter of the charity, so long as the money thus 
received is devoted altogether to the chari- 
table object which the institution is intended 
to further.’ 


Whatever the hospital receives from paying pa- 
tients is regarded merely as a contribution toward 
the maintenance of the charity work of the in- 
stitution.’ The function of the charity in giving 
of its time and substance to needy recipients need 
not be the sole purpose of the organization.® 


Profit in the operation of a charitable hospital, 
used in reducing its debt, does not bar the hos- 
pital from tax exemption. on its property, even 
though 50 per cent of the patients at the particu- 





‘St. Catherine's Hospital v. City of New York, N. Y. L. 
p. 1515, Nov. 4, 1936. - 


’Massachusetts General Hospital v. Belmont, 233 Mass. 190 
124 N. B. 21. : 24 eacalimaiis 


*State ex rel. Alexian Bros. v. Powers, 10 Mo. App. 263. 
*Schloendorfft v. N. Y. Hospital, 211 N. Y. 125, 105 N. E. 92 
®In re Burnham’s Estate, 112 Misc. 560, 183 N. Y. S. 539. 
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lar hospital are pay patients.® Mere profit to the 
corporation itself, it having no stockholders nor 
officers to share such profit, does not change its 
status as a charitable corporation.‘° The fact 
that none of the patients of a hospital were cared 
for without charge was said not to deprive it of 
its charitable status." Tax exemption was denied 
where it appeared that the hospital’s policy was 
to collect from its patients when that was pos- 
sible, and that it did not receive any patient as a 
strictly charity case without expectation of pay- 
ment,” and likewise that all patients were charged 
according to a fixed schedule, but that no attempt 
was made to collect from those unable to pay.** 


Despite the fact that there was a great dispar- 
ity between the number of charity patients and 
those who paid, it was held that a hospital corpo- 
ration conducting hospitals and training schools 
for nurses, which dispensed charity to all those 
who needed it and applied therefor, without re- 
gard to race, creed, or color, was a charitable in- 
stitution entitled to tax exemption.‘* Where the 
proportion of pay patients to charity cases was 
estimated at approximately 95 per cent pay to five 
per cent charity in an institution founded as a 
purely public charity, nevertheless, exemption was 
ordered.*® 


The courts have observed that it is a narrow 
interpretation to hold an institution not charitable 
because, unable to bear the whole expense of tak- 
ing care of the indigent sick, it makes a moderate 
charge to those able to pay for medical treat- 
ment.?® An institution established, maintained, 
and operated for the purpose of taking care of the 
sick, without any profit or view to profit, the 
benefits of which hospital are open to the public 
generally, is a public charity within the meaning 
of the tax exemption statute; that patients able 
to pay are charged for services rendered accord- 
ing to their ability is of no importance upon. the 
question of the character of the institution.” 


Charity Must Be Dispensed 


In considering tax exemption, the courts re- 
quire that the institution not only have originated 
in a charitable gift, but that it actually dispense 
charity.1* This does not mean that the institu- 
tion must be founded exclusively upon donations. 





*Tulsa County v. Sisters of the Sorrowful Mother, 141 Okla. 32. 

~Re Rust, 168 Wash. 344. 

4uBrattleboro Retreat v. Brattleboro, 106 Vt. 228. 

122William Budge Memorial Hospital v. Maughan, 79 Utah 516. 

3Salisbury Hospital v. Rowan County 205 N. C. 8. 

4Sisters of Third Order v. Board of Review, 231 Ill. 317. 

Lutheran Hospital Assn. v. Baker, 40 S. D. 226,167 N. W. 148. 
a“ ex rel. Cunningham v. Board of Assessors, 52 La. Ann. 


“Hennepin County v. Brotherhood of Gethsemane, 27 Minn. 
460; Dayton v. Speers Hospital, 165 Ky. 56. 


4%Hunter’s Appeal, 22 W. N. C. 361 (Pa.). 
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It may also go into debt by adding new structures 
and buildings, where it is essential that it keep 
pace with the growing population and the increas- 
ing demands for charitable dispensation.’® 


Buildings fitted up by a charitable organization 
and used exclusively as a public hospital, the use 
of the major portion of which is intended for char- 
ity patients, meets the requirements of exemption 
of “buildings and grounds and materials used ex- 
clusively for public charity.”?° Where it appeared 
that the land, buildings, and their equipment were 
paid for by contributions, and the entire income 
was derived from pay patients, the hospital giv- 
ing free treatment to those who were unable to 
pay, and its officers, except for the treasurer, 
serving without compensation, such property was 
held exempt from taxation.” A hospital is a 
purely public charity which uses its apparent 
profit in extending the hospital’s capacity for good 
among the destitute members of the community, 
although it maintains a large building reserved 
exclusively for the use of private patients and no 
portion of the “profit” inures to the benefit of any 
person concerned in administering the charity.”? 


Income Must Be Applied to Charity 


The words, in a tax exemption statute, which 
require the hospital buildings to be operated with- 
out “a view to profit,” do not deprive the hospital 
of exemption where the funds collected by chari- 
table contributions and charges to patients able 
to pay do not accumulate to the institution, but 
are used for its maintenance and for the further- 
ance of the purposes of its foundation.”* In con- 
trast, in Georgia a hospital was held not entitled 
to exemption, though it received, without charge, 
patients unable to pay, and was supported in sub- 
stantial part by donations and also largely by in- 
come derived from pay patients, because the 
particular statute required the property not to be 
“used for purposes of private or corporate profit 
or income.’’** A hospital “not used or leased out 
for profit” is tax exempt, which devotes all its 
proceeds to its maintenance and support, deficits 
being paid by voluntary contributions, and no 
profit being sought or received by its owners.”® 


Since all charity patients who apply for treat- 
ment are received, without regard to race, creed, 
or color, and without imposition of unreasonable 
restrictions, the mere fact that pay patients pre- 
dominate over charity patients does not disqualify 





Santa Rosa Infirmary v. San Antonio, 259 S. W. 926 (Tex.). 
®Hot Springs School District v. Sisters of Mercy, 84 Ark. 497. 
2New England Sanitarium v. Stoneham, 205 Mass. 335. 
2Philadelphia v. Pennsylvania Hospital, 154 Pa. 9. 

Scott v. All Saints Hospital, 203 S. W. 146 (Tex.). 
*Richardson v. Executive Committee, 176 Ga. 705. 


g oy ae Memorial Hospital v. County Ct., 78 W. Va. 685, 90 


San Antonio v. Santa Rosa Infirmary, 259 S. W. 926 (Tex.). 
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the institution from being classified as a purely 
public charity.2* In Massachusetts, a restriction 
is placed upon the extent to which the property 
is exempt; the statute requires that at least one- 
fourth of the property and one-fourth of the in- 
come from all sources be actually used for free 
care of patients.?’ 


Public at Large Must Be Admitted 


A hospital from which the general public may 
be excluded at the discretion of the administra- 
tion is not entitled to exemption from taxation as 
a purely public charity.2® The mere fact that an 
institution is under the control of a particular sect 
or denomination does not affect its exemption if 
its benefits are open to the public at large.® 


No exemption will be granted to a hospital to 
which only employees of a railroad and their de- 
pendents may be admitted, neither the general 
public nor any indefinite class of the public hav- 
ing any right to be admitted.*° 


Hospitals Primarily for Profit 


Tax exemption of its property cannot be secured 
by a corporation organized for profit. It is not a 
charitable institution merely because, as an inci- 
dent to its operation, it administers charity.** Not 
only must the institution administer charity, but 
it must have been organized for that purpose in 
order to be entitled to exemption benefits.** Even 
though its articles of incorporation express the 
purpose that it is not organized for profit, and in. 
fact deficits are indicated on its books, this does 
not make the hospital a purely public charity, 
where the profit of the doctors who own it, from 
their private practice, for which they use the 
hospital, is substantial.* 


Unless the hospital is used for benevolent pur- 
poses from which no profit is derived, the exemp- 
tion does not apply. The hospital, as well as the 
use, means a benevolent work, not an institution 
exploited as a business proposition. Proof that 
no discrimination is made among patients; that 
many charity patients are received ; that some per- 
sons work without salary; that the hospital was 
to be operated without hope of gain and for benev- 
olent purposes; that the owners of the hospital 
have made no profit from its operation as such, 
does not make the institution a purely public 
charity. 


The exemption is lost if profit is derived from 





27Massachusetts General Hospital v. Belmont, 233 Mass. 190. 

8Delaware County v. Sisters of St. Francis, 2 Del. 149. 

2Nuns of Third Order of St. Dominic v. Younkin, 118 Kan. 
554, 235 P. 869. 

St. Louis Southwestern R. Co. v. Yates, 23 F. (2d) 283. 
a v. Vicksburg Sanatorium, 117 Miss. 709, 163 So. 


®*2People ex rel. Thompson v. Ravenswood Hospital, 238 Ill. 137. 
Bistline v. Bassett, 272 P. 696 (Idaho). 
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the hospital, whether by the association or cor- 
poration in whom the title lies, or by others who 
may use its facilities for their own purposes. Such 
result may not be avoided by placing title in a 
corporation. whose express object is to make no 
pecuniary profit. This does not mean that an 
incidental use of a hospital, as in the treatment 
of patients therein by visiting physicians, for com- 
pensation, is such use as to defeat the exemption. 
But where a dominant and substantial use is for 
pecuniary advantage to individuals who have the 
hospital under their management and control, it 
is not a use for benevolent purposes, or without 
profit, within the meaning of the statute.** 


The same conclusion was reached in the case of 
a hospital organized and equipped by certain. phy- 
sicians, who owned practically all the stock in 
the corporation. The hospital was maintained as 
an aid or convenience in their practice; the great 
majority of the patients who were treated paid 
substantial charges for their accommodations. 
That some charitable patients were treated in the 
hospital was immaterial, such charity being 
merely incidental to its operation.** An infirmary 
which rendered a great deal of charitable work 
was held not to be entitled to tax exemption, 
where it was maintained by the proprietors of a 
medical college operated for private gain. The 
actual purpose of the free clinic was to induce at- 
tendance at the college; such increased attend- 
ance would ultimately yield greater profit to the 
proprietors.*° 


Charter Must Provide for Charity 


In order for the property to be exempt as a 
charitable hospital, it is necessary that the arti- 
cles of incorporation specifically mention that one 
of its objects is to conduct a hospital. A con- 
sumptive hospital, free to persons of all denom- 
inations, conducted by a corporation organized for 
“benevolent, charitable, literary, scientific, mis- 
sionary, and Sunday-school purposes,” although 
a benevolent and charitable work, was not exempt 
from taxation, since hospital purposes were not 
mentioned in its charter.** 


Property of a corporation whose charter indi- 
cates that it was organized for gain is not tax- 
free, although such property is actually and ex- 
clusively used for charitable purposes.** 


Income Cannot Be Applied to Profit 


Increasing the assets of the corporation, and 
hence the value of the stock held by its stockhold- 





*Bistline v. Bassett, supra. 
on“ v. Ft. Sanders Hospital, 148 Tenn. 699, 257 S. W. 


%*Gray Street Infirmary v. Louisville, 23 Ky. L. Rep. 1274. 
837People ex rel. Sisters of Mercy v. Nowles, 34 Misc. 502, 70 
N._¥. &. 377. 
Thompson v. Ravenswood Hospital, 238 Ill. 137. 
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ers, is in no sense a charitable purpose. Thus, a 
hospital corporation incorporated as a business 
concern, which in fact did make a profit on a 
building used as a nurses’ home, is not a charitable 
organization.’® 


The same ruling was made in the case of an in- 
corporated memorial clinic, which owned and op- 
erated a building in which physicians rented 
offices. It was not regarded as a charitable in- 
stitution for the relief of the indigent afflicted, 
inasmuch as the physicians practiced there for the 
obvious purpose of making a profit, even though 
they incidentally performed charitable service.*° 


Income from Real Property 


It is the general rule that a charitable institu- 
tion is not entitled to tax exemption on property 
which it leases out or holds for revenue, although 
such funds are devoted to charitable uses.* 


When a charity embarks in business for profit, 
it may become liable to taxation in the same de- 
gree as any other business enterprise.*? There 
is a very material difference between using a 
building for purely charitable purposes, and rent- 
ing out a building and then applying the proceeds 
to the charity. Renting out a building for revenue 
is not occupying it for charitable purposes.** 


There is some conflict of opinion as to whether 
an, entire building is liable to taxation, where part 
of it has been leased for revenue for the further- 
ance of the hospital’s charitable purposes.** Such 
realty as is actually in use for charitable purposes, 
or such land as is held for that purpose for future 
use, is tax-exempt. The exemption would not 
apply to a tract of land situated at a distance from 
the hospital, where there is nothing to show that 
it was held for the purpose of erecting buildings 
of the institution in the future.*® Property which 
is necessary for the fair enjoyment of the hos- 
pital building is exempt.*® A building on tax-ex- 
empt hospital property is likewise tax-free if it 
is rented to one exclusively employed by the hos- 
pital, where the rent is not income but a con- 
venient mode of adjusting the compensation of 
the person so employed.‘ 


One case, in. holding a hospital entitled to ex- 
emption with respect to property which it leased 
to a chain store concern, states that “to foster the 
hospital by provision for its aid and at the same 





%*William Budge Memorial Hospital v. Maughan, 79 Utah 516. 
“Lois Brunow Memorial Clinic v. Oglesby, 42 Ariz. 98. 
oe ex rel. Baldwin v. Jessamine Withers Home, 312 IIl. 


“Episcopal Academy v. Philadelphia, 150 Pa. 565. 

“Fitterer v. Crawford, 157 Mo. 51. 

“Detroit Young Men’s Soc. v. Detroit, 3 Mich. 172. 

4sCooper Hospital v. Camden, 70 N. J. L. _78. 

Sisters of Charity v. Chatham, 52 N. J. L. 373. 
47Massachusetts General Hospital v. Somerville, 101 Mass. 319. 
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time to burden it by taxation is inconsistent with 
the legislative purpose.”** A contrary view was 
taken in Illinois which held that property of a 
charitable institution is not tax-exempt where it 
is not in actual use directly for such purposes, 
but is leased with a view to profit from the prop- 
erty, even though such income is applied exclu- 
sively to maintain the charity; the primary use 





*sWoonsocket Hospital v. Quinn, 54 R. I. 424. 





in such case is for profit, and the application of 
the income is secondary.*® 


Income may be obtained by the hospital from 
other than its ordinary activities. Garden prod- 
uce from its land may be sold at a profit by the 
hospital when the income is used for its mainte- 
nance, without vitiating its tax-exempt status.*° 





Pa iaaee v. Passavant Memorial Hospital, 342 Ill. 193, 173 N. E. 
70. 
50People v. Purdy, 12 N. Y. S. 307, aff'd 126 N. Y. 679. 





Letter to Voluntary Hospitals Receiving 
Tax Funds for the Care of the 
Indigent Sick 


The following letter has been sent to a number 
of superintendents of hospitals in cities in which 
tax funds are used to pay voluntary hospitals for 
the care of the indigent sick. The Joint Com- 
mittee of the American Hospital Association and 
the American Public Welfare Association will be 
glad to receive comments from readers of the 
magazine. Letters may be addressed to the un- 
dersigned. 


“Dear 


The use of local and state tax funds to pay 
voluntary hospitals for the care of the indi- 
gent may be one of your problems. The 
American Hospital Association and the 
American Public Welfare Association have 
adopted the enclosed statement, ‘Hospital 
Care for the Needy,’ prepared by their Joint 
Committee. Since it was published nearly a 
year ago, it may already be familiar to you. 


Now, as Chairman of the Joint Committee, 
I am writing to a few hospital people to ask 
whether this statement has been useful and 
what problems it has raised or, on the other 
hand, helped to solve. 


If your hospital is paid any tax funds for 
the care of the medically needy, have you 
found the principles and standards in this 
statement applicable to your situation? 


What points have come up in your practical 
experience which are not covered or not suf- 
ficiently covered by the statement? 


We should especially like your criticisms 
and suggestions along this line; and also any 
general comments you may care to make 
about the problems and issues connected with 
the use of tax funds for voluntary hospitals. 


Sincerely yours, 

MICHAEL M. DAVIS, Chairman 
9 Rockefeller Plaza 
New York City” 


26 


Graham L. Davis Appointed Hospital 
Consultant for Kellogg Foundation 


Appointment of Graham L. Davis as consultant 
of the W. K. Kellogg Foundation rural hospital 
program in Michigan was announced by Dr. 
Stuart Pritchard, Foundation president. Mr. Davis 
will go to Battle Creek January 1. 


Mr. Davis for the past fifteen years has been 
assistant to Dr. W. S. Rankin, trustee of the Duke 
Endowment and director of its hospital and 
orphans section. He was born in Eastern North 
Carolina, where his father is a physician. While 
in his freshman year at the University of North 
Carolina, he joined the staff of the first chief of 
the army air corps and went to France in October, 
1917. When he returned from France he continued 
his studies at George Washington University and 
at New York University. 


On the establishment of the Duke Endowment 
in 1924, Mr. Davis was employed by its founder, 
the late James Buchanan Davis, in his New York 
office. Dr. Davis assisted in making a survey of 
hospital conditions in the Carolinas preliminary 
to financial assistance by the Endowment to hos- 
pitals in these two states. His long experience and 
training in hospital work well qualified him for 
his new position with the Kellogg Foundation. 

Mr. Davis will be the Foundation consultant for 
all hospitals in Michigan that have a cooperative 
program with the Foundation, and he also will 
assist communities to make preparations for new 
cooperative projects. 

sistant 


The Dallas County Hospital Council 


The Dallas County Hospital Council recently 
elected the following officers: 

President—A. C. Seawell, assistant superin- 
tendent of Baylor Hospital, Dallas. 

Vice-President—Annie Laurie Little, superin- 
tendent, Texas Scottish Rite Hospital for 
Crippled Children, Dallas. . 

Secretary and Treasurer—Mrs. Olga Batty, 
superintendent, Beverly Hills Hospital, 
Dallas. 
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Floor Plan Requirements 


CHARLES F. NEERGAARD 


off the rooms and utilities of the hospital floor 

plan are years of evolution and experience. 
The hospital, in half a century, has grown from 
the simple structure of a few large wards caring 
for charity patients only to the complicated plant 
of today which has some 36 different types of pa- 
tients under the medical, surgical, maternity and 
pediatric services in private, semi-private, ward 
private and ward classifications. 


Bor of the lines on the blueprint which mark 


The evolution in patient psychology is as sig- 
nificant as the evolution in the plan. The hos- 
pital now treats the patient’s soul and spirit as 
well as his body, changing both his approach to 
the hospital and his departure. He enters with 
less dread and leaves with greater satisfaction. 
In after days, he even raves about his hospital in- 
stead of raving at it. 


Paralleling the increase in the variety of pa- 
tients has been a like increase in the number of 
different things that are done to and for them. 
In the past we planned mostly for patients, today 
we plan mostly for services. The space required 
for laboratories and therapy, for the refinements 
of service and management in the average vol- 
untary general hospital of today, leaves less than 
a third of the total floor area of the building for 
the rooms, wards, and solaria occupied by patients. 


The hospital floor plan must be eminently prac- 
tical. The patient’s bed is the principal asset 
around which the entire hospital is designed, and 
the cost per bed represents the real measure of 
hospital value. The New York Hospital Survey 
showed in government hospitals an average in- 
vestment of over $6,000 per bed; in voluntary, 
over $8,000, with one medical center exceeding 
$26,000. Elsewhere, general hospitals are being 
built at $4,000 to $6,000 per bed. Operating ex- 
penses in 50 voluntary hospitals, which averaged 
$2.11 a day in 1922, exceeded $6.00 in 1938. 


The plant which houses this costly organism 
is exceedingly complicated and each community 
and each hospital presents innumerable, distinctly 
individual problems. 





Presented at the American Congress of Obstetrics and Gyne- 
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Many interests and ideas, often conflicting, in- 
volving professional care, nursing, and manage- 
ment, must be harmonized in the planning and 
rarely is the building fund large enough to give 
everybody all he wants. In the inevitable com- 
promises it is the hospital consultant’s function to 
view the hospital as a whole and achieve a bal- 
anced plan which will insure the best possible 
results to all. 


The Patients’ Floor Requirements 


The pattern is not fixed for the patient’s floor 
requirements and never will be; however, expe- 
rience enables us to establish certain general prin- 
ciples if not an exact pattern. 


The individual patient is the focal point of 
the plan. For his comfort we must provide 
bright, cheerful surroundings, sunlight and 
air; for his peace of mind, freedom from dis- 
turbing sights, sounds and smells. 


The dollar yardstick should be paramount. 
With mounting operating costs, in which 
labor represents half of the budget, we must 
plan for convenient service. 


With at most but a third of the total hos- 
pital floor space available for beds, each of 
which represents an investment of $5,000 or 
$6,000, we must house the maximum practical 
number of patients in the area. 


With 36 types of patients to be accommo- 
dated, making greater demands in good times 
for private rooms and in bad times for less 
costly beds, with fluctuations in the census of 
from 20 to 50 per cent between minimum and 
peak loads, we must make our plan elastic. 


The proper routing and control of traffic is 
vital. Patients, staff, personnel, an average 
of over 5 visitors for each patient daily, food, 
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Plan of 1929 


laundry and supplies must be passed to and 
fro with a minimum of confusion and waste 
motion. 


From these principles few can dissent; yet, in 
practice, their interpretation and application dif- 
fer widely. We find in general hospitals designed 
for similar work anywhere from 5,000 to 10,000 
cubic feet of building bulk per bed. The arrange- 
ment and dimensions of rooms and wards, the 
placing and equipping of service units, the facili- 
ties for nursing and treatment show many vari- 
ations where different floor plans are compared. 
To appraise these would be futile. Instead, I will 
outline briefly and illustrate by cuts what in my 
own experience has proved most generally satis- 
factory. First consider some fundamentals. 


The Nursing Unit 


For economical service and control, ward units 
should have 30 to 40 beds; semi-private, 25 to 30; 
and private, 20 to 25. The patients’ floor, de- 
pending on the size of the hospital, may have one 
or several nursing units. 


The Nurses’ Station 


The nurses’ station should be located at the en- 
trance to the unit, facing the elevator and stairs, 
so that visitors and doctors can be seen immedi- 
tely on their arrival. It should have outside light 
and air, acoustical treatment and closets for 
stores, linen, stretchers and wheel chairs. Pri- 
vate floors require a separate room for special 
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nurses. A visitors’ room, with toilet and tele- 
phone booth, should be close by. 


Service Rooms 


Each nursing unit has a pantry, utility room, 
treatment room, janitor’s closet and two or three 
toilet utilities in which are patient’s toilet, bath 
and equipment for washing and sterilizing bed- 
pans and urinals. One or two soiled linen and 
rubbish chutes are required for each floor. 


The bedpan is the nightmare and daymare of 
both patient and nurse. Disposal in a mechanical 
washer, followed by direct steam sterilization, 
either in the washer itself or in a bedpan sterilizer, 
is far more practical in time, labor and cleanli- 
ness than unpleasant hand washing over a toilet 
bowl or hopper. The objections to bedpan traffic 
through the corridors are largely overcome where 
the pan is concealed in a paper bag which effec- 
tively confines the odors, and toilet utilities are 
spaced so that the trip from each bed is a short 
one. The job can be accomplished in less time 
and with less offense to patient and nurse than 
by using a toilet off the room. The doors to pri- 
vate toilet or sub-utility between wards rarely 
close quickly enough to confine the noises and 
odors and even when the doors are shut, the cracks 
are open. Where a toilet serves two rooms, both 
patients are disturbed. 


Private Toilets and Baths 


For the majority of patients a private toilet or 
bath has only a sentimental value as, on the aver- 
age day, but one patient in nine is able to get out 
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of bed. They are expensive, the private toilet 
with space enclosure and equipment adding about 
$400 to the cost of the room, a private bath some 
$1,500. For those who need or demand them, an 
ample quota for a private, medical or surgical 
unit of 20 beds is one suite of two rooms with 
connecting bath and from two to four rooms each 
with a separate toilet. On the private maternity 
floor or where a hospital has a large wealthy clien- 
tele, these proportions may be increased. 


Centralization 


Many hospitals are centralizing the work of cer- 
tain departments, which materially affects the 
floor plan requirements. 


Food Service 


Central tray service and dishwashing in the 
main kitchen is more economical in space, equip- 
ment, food and labor and, properly organized, can 
supply satisfactory meals to the most captious 
patient. 


One hospital of 100 beds, which recently built 
a new kitchen with a well run central tray service, 
reports better meals to more patients, with a sav- 
ing of over $600 a month in food and payroll. 


With central tray service but half the space is 
required for the floor pantry, as when trays are 
set up and dishes washed there and, equally sig- 
nificant, the patient is freed from noise, confu- 
sion and odors. 


The pantry may also serve as a flower room. 
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Laundry 


With the usual exchange system, a large floor 
linen room is needed. 


With central control, all linen is used in com- 
mon sorted and graded for private rooms and 
wards. Only a small closet is required in each 
nursing unit. A small reserve quota is replenished 
daily when the linen actually needed for occupied 
beds is requisitioned, sent to the floor and placed 
on the chair by the bedside. With this system 
nursing labor is minimized, the waste in use con- 
trolled and the active linen inventory reduced. 


An entirely separate linen supply for the ma- 
ternity department is frequently justified, where 
proper laundry sterilization cannot be assured. 
However, with modern equipment and washing 
technique, controlled by laboratory supervision, 
it should not be necessary. Some maternity de- 
partments autoclave all linen before using. 


Supplies 


When sterile supplies, treatment and dressing 
trays are prepared and issued from a central ster- 
ilizing room and general supplies, stationery, etc., 
drawn weekly on requisition from the main store- 
room, only small storage spaces are needed in the 
nursing unit. 


All of these centralized procedures relieve the 
nurses from many extraneous duties and give 
them more time at the bedside of the patient; the 
space saved on the floor is frequently sufficient to 
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add one or two beds worth at least $5,000 each to 
the plan. 


The Patient’s Quarters 


After taking care of elevators, stairs, corridors 
and services about half of the floor area is left 
for rooms and wards which should have the sunny 
exposure and quiet side of the building. Two 
good sized winduws, properly spaced for light and 
ventilation, are desirable for each room—four for 
each 4-bed ward. A 3’10” door hung on friction 
hinges to conceal the beds, bracket rather than 
ceiling lighting, several electric receptacles, a sim- 
ple night light, nurses’ call, running water and 
small clothes closets make the room complete. 
Satin finish on hardware, curtain rods and plumb- 
ing brass is better than bright shining metal, 
which is almost as objectionable as the torture 
of a ceiling light. 

Quiet 

Noise can now be effectively controlled. The 
machine has been largely silenced and only man is 
vile and vocal. Voices are hushed and footsteps 
softened where effective acoustical treatment is 
used. Corridors, offices and utilities, and, if the 
money lasts, all patients’ rooms should be quiet- 
ened. Acoustical material should be washable, 
paintable, and have 70 per cent absorption. 


Progress 


Industrial research is bringing new knowledge, 
new materials, new skills, which open up possi- 
bilities little dreamed of even a decade ago that 
can contribute to the upward trend in equipment 
standards and higher levels of care and comfort. 


Soundproof partitions and floors, insulated walls 
preventing the passage of heat and cold, vibra- 
tion control for noisy machinery are now prac- 
tical and inexpensive. Flush valves and toilets 
have been silenced. Rubber plating quiets bed- 
pan utensil racks and washers. Toilet and utility 
rooms are ventilated by small unit fans controlled 
by a time switch which completely changes the 
air after each opening of the flush valves. 


These are but a few of the many new products, 
gadgets and methods which will contribute to pa- 
tient care and comfort. Some may cost a little 
more at the start, but most of them will save in 
maintenance. 


In the making are many refinements: A little 
radio buzzer for the doctor’s pocket by which he 
can be located when needed, to replace the flash- 
ing number which he rarely sees, or the sfill, small 
voice which he rarely hears and the patient rarely 
cheers. 


The Flexible Plan 


Illustrated is a floor of three nursing units for 
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ward, semi-private and private patients; each self 
contained, each reached by a separate elevator ; 
all visitors being distributed at the main entrance 
of the hospital. The staggered wing design, with 
offset corridors, materially improves light and 
ventilation. 


All patients’ rooms are of the convertible type, 
adequate for two beds; each 4-bed ward will hold 
a fifth. The use of smaller wards and the elim- 
ination of rigid boundary lines between the vari- 
ous specialties makes the plan as a whole exceed- 
ingly elastic. An overcrowded surgical service 
can take over a medical ward, and a surplus of 
women patients can be housed in the male sec- 
tion. In good times additional private rooms can 
be had in the semi-private section and the pri- 
vate ward surplus can overflow into the ward 
wing, and in bad times, vice versa. 


In smaller hospitals, the same general principles 
apply with one or two nursing units on a floor. 


Separation of Acute and Convalescent Patients 


Perhaps, new to many is the provision in the 
plan for an entirely separate wing for all of the 
acutely ill, post-operative, disturbed or dying pa- 
tients, which a survey indicates, approximate 30 
per cent of the average daily census. Such pa- 
tients require two or three times as much nurs- 
ing care as those in the convalescent stages and, 
when scattered indiscriminately throughout the 
wards, disturb their neighbors and involve much 
running to and fro by the nurses. 


The acute sections (C and E) for both men and 
women are equipped with every resource for in- 
tensive nursing, piped oxygen, suction, adequate 
electric outlets, acoustical treatment and air con- 
ditioning at a fraction of the cost of equipping the 
entire floor. 


After the critical period is passed the patients 
are rolled on their beds on the convalescent wards 
(A, B and C) where, with less exacting nursing 
duties, a larger proportion of junior nurses and 
aids may be used. 


A Comparison 


The improvements made in planning and elas- 
ticity are illustrated when this layout is compared 
with a hospital built in 1929. 


Several distinctly different principles are exem- 
plified which have often been the subject of con- 
troversy. In one, the beds are placed at right 
angles to the exterior wall, so that the patient 
looks at a blank partition; and in the other, paral- 
lel to it, so that he can look out the windows. In 
one, the low cost accommodations for the semi- 
private group are in small single rooms; in the 
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other, in double rooms. In one, bedpans are han- 
dled in sub-utilities between the wards, or in in- 
tercommunicating toilets between the rooms; in 
the other, they are taken through the corridors 
to conveniently placed toilet-utility rooms and me- 
chanically washed and sterilized, in the same room 
with the infrequently used patients’ toilet. 


The hospital of 1929 has 89 beds in a floor space 
of 27,050 square feet. This is its maximum ca- 
pacity, unless the solaria are used, as its small 
rooms and cubicled wards cannot accommodate 
extra beds. The flexible plan with 28,016 square 
feet has the same normal capacity of 89 beds, 
but its slightly oversized convertible rooms and 
wards, each designed and equipped for another 
bed, give a maximum capacity of 123 beds with 
no overcrowding. 


With a gross floor area 4 per cent larger, its bed 
capacity can be expanded 38 per cent. This is 
particularly significant in the light of studies of 
peak loads which show that demands of above 25 
per cent the average census are apt to occur but 
17 days in the year.* 


The flexible plan was first presented by the 
writer at the 1937 convention of the American 
Hospital Association. Since then its principles 
have been adopted by many architects and applied 
in many hospitals. 


During the depression, hospitals with converti- 
ble rooms have been able to convert their private 
rooms to the pressing demand for lower private 
rates and today, with the rapid expansion of the 
group pre-payment movement, they find them- 
selves in fortunate circumstances. 


In 1938, the American Medical Association re- 
ports for nongovernmental hospitals an occupancy 
of 66 per cent. This means that 3 beds were 
maintained for every 2 patients, with over 133,000 
beds standing empty on the average d*v»—a non- 
production investment of $665,000,000. Many hos- 
pitals with the flexible plan have found it prac- 
tical, with careful management, to handle their 
varying patient loads with a quota of 5 beds for 


every 4 patients, or an average occupancy of 80 
per cent. 


Stephen Leacock, professor of Economics at 
McGill University, calculates that if all economists 
were laid out end to end, starting at the Mexican 
border, they would reach exactly nowhere. Now, 
it does not take an economist to figure out that 
if 200 patients are to be taken care of on the av- 
erage day, that a 250 bed hospital will be less ex- 
pensive to build and run than one of 300 beds. 


In our future planning, with the shrinking hos- 
pital dollar, elasticity should be recognized as a 
fundamental in the floor plan requirements. 


Summary 


The general hospital floor plan must be de- 
signed around the patient’s comfort, care, and 
peace of mind. The service must be econom- 
ical. With the hospital investment averaging 
$5,000 a bed and with but one-third the total floor 
area available for patients after providing for gen- 
eral services, a maximum number of patients must 
be housed on the floor. With the varying demands 
of the 36 different types of patients in good times 
and bad, and with occupancy fluctuations averag- 
ing 30 per cent, the plan must be elastic so that 
the fewest number of beds will take care of the 
patients load. 


Centralization of tray service, laundry, and sup- 
plies leaves more space for beds on the floor. The 
bedpan problem is a major factor; few private 
baths and toilets are needed. 


Many new discoveries, inventions, and mate- 
rials are available for bettering hospital stand- 
ards. A comparison is made between a hospital 
floor of 1929, which has no expansion, and a flex- 
ible floor plan which, but 4 per cent larger in area, 
provides for 36 per cent increase in bed capacity 
without overcrowding. 


For economy’s sake, hospitals should be more 
studied in their planning so that they can be used 
to full capacity. 


*Journal of the American Medical Association, March 27, 1937, 
pp. 1029-1033. 
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Joint Meeting of the Boards 


of the 
American, Protestant, and Catholic 
Hospital Assoctations 


and the 


Officers of the American Medical Association 


and the 
American College of Surgeons 


Held at St. Bernard's Hospital, Chicago, December 9 
ith the Glee Club and Choir of St. Bernard's School of Nursing 
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ECEMBER 9 the Board of Trustees of the 
Catholic Hospital Association honored the 
Trustees of the American and Protestant Hospital 
Associations; Doctors Olin West, Morris Fishbein, 
Austin Hayden and William D. Cutter of the 
American Medical Association; and Dr. Malcolm 
T. MacEachern, Associate Director of the Ameri- 
can College of Surgeons, with a dinner under the 


hospitable roof of St. Bernard’s Hospital, Chicago. 


Rev. Mother Murray, Superior of St. Bernard’s, 
presided, and Rev. Alphonse M. Schwitalla, S.J., 
educator, philosopher and wit, and President of 
the Catholic Hospital Association, acted as Toast- 
master. In keeping with the spirit of the ap- 
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proaching holiday season, the occasion typified the 
good-will, friendship, and understanding that 
unites us all in our service to our fellowmen, more 
particularly hospital service. The gracious hospi- 
tality of the good Sisters made this evening one 
of the most enjoyable that those who attended 
had ever experienced. 

Particularly appreciated was the musical selec- 
tions rendered by St. Bernard’s Choir and Glee 
Club of student nurses, one of the finest musical 
organizations in Chicago’s metropolitan area. 
Every number was exceptionally well done. No 
event in our history has done more to unite our 
hospital associations than the dinner at St. Ber- 
nard’s. 




















Hospital Legislation 


ROBERT E. RUSSELL 


of hospitals from their unknown origin to the 

present date, one is amazed by their outstand- 
ing growth as recorded in the history of civiliza- 
tion. 


[’ REVIEWING the progress and development 


We learn that contrary to some opinions the 
hospital system had its birth in pre-Christian 
times. History reveals that 


“The temples of Saturn are known to have 
been in existence some four thousand years 
before Christ; and that these temples were 
medical schools in their earliest form is be- 
yond question. But though hospitals cannot 
be claimed as a direct result of Christianity, 
no doubt it tended to instil humanitarian 
views, and as civilization grew men and 
women of many races came to realize that the 
treatment of disease in buildings set apart 
exclusively for the care of the sick was, in 
fact, a necessity in urban districts. As the 
knowledge of hygiene increased hospitals 
were found to be of even greater importance, 
if that is possible, to the healthy and crowded 
communities, than to the sick. So the history 
of the world shows, that, whereas a few of 
the larger towns in most countries contained 
hospitals of sorts, up to and including the mid- 
dle ages, it was not until the commencement 
of the eighteenth century that towns of from 
fifty thousand to one hundred thousand in- 
habitants began to provide themselves with 
hospitals for the care of the sick.” 


Although hospitals in some form have appar- 
ently been in existence since the beginning of time 
the most marked development has been within the 
last half century. In many respects they have 
progressed hand in hand with the development of 
medicine and surgery. Perhaps the only excep- 
tion to the above statement was during a time in 
ancient history when those who practiced the pro- 
fession of medicine believed that hospitals were 
detrimental to the interests of their own profes- 
sion. They felt that unless something was done 
to eliminate hospitals their own profession would 
soon become extinct and that the hospitals them- 
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selves would dominate the entire medical field. 
They were fearful of being absorbed by the hos- 
pitals as hospitals were extending their accommo- 
dations to include services which, in their opinion, 
amounted to encroachments upon their profession. 
The passage of time has erased such barriers and 
today it is student, doctor, nurse and hospital, all 
striving for the same purpose, ever dependent one 
upon the other. 


Hospitals and Their Service to All Classes 
of Society 


The achievements of our hospitals make them 
indispensable in all communities and classes of 
society. Based upon scientific and humanitarian 
principles, the hospital institution of today radi- 
ates all the activities of health. Their importance 
to our present day civilization is most clearly re- 
flected in their history and growth. They com- 
mand outstanding recognition in the, cultural 
social, and scientific achievements of modern 
civilization. 


Perhaps no country has contributed more to the 
rapid development of hospitals than the charitable, 
public, and private hospitals of the United States. 
Regardless of their type, the American hospitals 
have always recognized that their essential pur- 
pose is to facilitate care for the sick. Some of the 
amazing statistics which best exemplify the 
growth and importance of hospitals in our country 
may be observed by the following illustrations. 


In 1873 there were 149 hospitals in the United 
States with a bed capacity of 35,453. At the 
close of the year 1927 a complete census of all the 
hospital facilities in the United States, however 
owned and controlled, or for whatever type of 
patient, show that there were 6,807 hospitals. In 
1931 there were 7,375 hospitals with a bed 
capacity of 1,015,104. . During the year 1934 ap- 


HOSPITALS 








4 te kk as ee Ee ee ee a ce ea a et a lk Or Oe SS 














proximately twelve million persons in the United 
States were admitted as resident patients in hos- 
pitals. Of the total number of institutions of this 
character in the world, approximately fifty per 
cent are in the United States. This progress and 
growth is significant in the large and small com- 
munities alike. Today the public is hospital 
minded. 


I mention these facts in order to impress you 
with the tremendous importance of your institu- 
tions to society. The improvements of hospitaliza- 
tion service are constantly ever changing and 
quite naturally your institutions are perpetually 
facing new problems in management, administra- 
tion and beneficial hospital legislation. 


The Value of Cooperation With State and 
National Associations 


The future general welfare of your institution 
depends to a large extent upon the hospitals’ in- 
dividual cooperation with its state and national 
hospital associations. The American Hospital 
Association has sponsored and is primarily re- 
sponsible for notable development in this field. 
Inspired by the American Hospital Association, 
the state hospital associations are becoming more 
active. It is through your hospital associations 
that the interests of your institutions can best be 
protected. In many respects action is prompted 
by self defense and in other respects it is moti- 
vated by the desire for self improvement. Today 
you are faced with many problems of legislation. 
Parasites are at work attempting in many ways 
to jeopardize your fundamental interests by sub- 
jecting your institutions to additional responsibili- 
ties and burdens which may ultimately seriously 
impair your future progress. The time has come 
when hospitals must take advantage of their 
prestige and influence by directing and instituting 
worth while legislation for their own salvation. 


Hospitals and State Legislation 


Perhaps you do not realize the fact that at every 
term of the Legislature in your state numerous 
bills are introduced which affect, either directly 
or indirectly, your institutions. By way of illus- 
tration, during the 1939 session of the Kansas 
Legislature there were over twelve bills intro- 
duced, all of which vitally concerned the hospitals 
of the state of Kansas. Six of these bills were 
enacted into law. In order to give you some idea 
regarding the type of legislation introduced, I 
direct your attention to a few of the more impor- 
tant bills presented. 


A bill was introduced relating to the Kansas 
Retailers Sales Tax Act. Fortunately, when the 
Kansas Retailers Sales Tax Act was originally 
passed in 1937 the act exempted from taxation. 
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all sales made tor benevolent and charitable pur- 
poses. This feature was of substantial impor- 
tance to all of our state charitable hospitals. In 
the 1939 Legislature unsuccessful efforts were 
made to subject all hospitals to the Sales Tax 
burden. In all probability, similar attempts will 
be made in future sessions of our Legislature. 
Other bills relating to social welfare and relief 
of dependent persons, the use and dispensing of 
narcotics, the purchase and sale of alcohol for 
medicinal, mechanical and scientific purposes, the 
adoption of a new probate code for the state of 
Kansas, and the Kansas Hospital Lien Law, were 
introduced. Your institutions are necessarily af- 
fected by such legislation. Incidentally, I might 
mention here that your Kansas State Hospital As- 
sociation successfully sponsored the hospital lien 
law at the 1939 session of the Kansas Legislature. 
This law gave to the hospitals in this state a lien 
upon all causes of action for damages accruing to 
a patient therein or to the legal representative of 
such patient for the reasonable charges of hospital 
care necessitated by the injuries giving rise to 
such cause of action. 


Intelligent Legislation Dependent on Intelligent 
Representation 


The foregoing is sufficient to impress upon you 
the fact that hospitals are compelled to become 
interested in active legislation. If you stand idly 
by, you are at the mercy of legislators who are 
wholly unfamiliar with hospitalization and the 
problems incident thereto. Intelligent legislation 
in your behalf can only be obtained by intelligent 
representation. It is up to each hospital to edu- 
cate and intelligently inform their local legislators 
regarding issues involving hospitalization prob- 
lems, such as: Licensure laws, benefits under the 
Compensation Act, group hospitalization legisla- 
tion, social welfare, care of the poor and indigent 
persons, and other subjects of equal importance. 


The Importance of the Promotion of Beneficial 
Hospital Legislation 


You cannot afford to overlook your opportuni- 
ties in these matters. It is my opinion that your 
legislative problems will increase as time goes on. 
Social changes are revolutionizing all enterprises, 
and the hospitals are no exception. It is the duty 
of each hospital to work in direct cooperation with 
your state and national hospital associations, who 
have in recent years made commendable progress 
in the promotion of beneficial hospital legislation. 
Unless you appreciate the need for your active 
support in. these matters, your institutions may 
discover, at the close of some future session of 
the Legislature, laws which seriously impair the 
future welfare of your institutions. 
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A Practitioner's Viewpoint of Medical Service Plans 


CHANNING FROTHINGHAM, M.D. 


existing economic conditions in the practice of 

medicine in order to comprehend the necessity 
for the development of plans for rendering ade- 
quate medical service to all the people and for 
properly reimbursing physicians for their work. 
On the patient’s side, because of the high cost of 
adequate medical care for certain medical prob- 
lems, many individuals do not receive such care, 
many others become medically indigent who are 
not otherwise indigent, and still others worm their 
way into the medically indigent group who right- 
fully do not belong there. On the physician’s side, 
the payment of physicians for the care of this 
abnormally large number of medically indigent is 
in general very unsatisfactory and insufficient. 
Furthermore, many well trained physicians are 
not kept busy enough, due in part, apparently, to 
the inability to bring those in need of medical 
care in contact with those trained to render it in 
an adequate manner, and in part due to those who 
do not go to doctors because of the expense, so 
that many physicians are not receiving the finan- 
cial reward which their expensive training justi- 
fies. For the rectification of such unfortunate 
conditions for both patients and physicians med- 
ical service plans are developing. 


[ IS important to have a clear understanding of 


Medical care for illness and prophylaxis against 
disease under our present system is usually paid 
for partly through taxation and partly on a fee 
for service basis, both methods are unsatisfac- 
tory. Although some of the medical care pro- 
vided by taxation, such as serums, vaccine, labora- 
tory work, etc., is very satisfactory, the payment 
for professional service by taxation, as mentioned 
above, is quite unsatisfactory. Also, the cost of 
the médical care paid for on a fee for service sys- 
tem puts too severe a burden upon the majority 
of those already handicapped financially by the 
existence of the illness. 


Planning for Payment of the Care of the Sick 


In view of these facts, a change in the system 
of paying for medical care must be devised for the 


36 


The Author 


@ Dr. Channing Frothingham is Chief of the 
Medical Service of Faulkner Hospital, Bos- 
ton, Massachusetts. 





benefit of the great majority of patients and phy- 
sicians. The important change should be the de- 
velopment of a plan by which the well pay for the 
illness of the sick, just as in life insurance the 
living pay for the dead, and in fire insurance the 
fortunate pay for the unfortunate. Such a plan 
amounts to some type of insurance or increased 
taxation. 


At the present time insurance plans seem to 
be generally developing and the problem is nar- 
rowing down to whether the insurance should be 
compulsory or voluntary, and whether it should 
apply to all the citizens or only certain groups of 
the population. There are strong advocates of 
both compulsory and voluntary insurance through- 
out both the lay population and the physicians, 
and, despite much that has been written to the 
contrary, compulsory sickness insurance in cer- 
tain forms has been very successful in many in- 
stances. 


Educating the Public in Health Insurance 


In order to make voluntary health insurance 
plans prosper, the point of view of the public 
must be changed so that they look upon health 
insurance in the same light as fire or life insur- 
ance. If one carries fire insurance for many years, 
one does not feel dissatisfied if one’s property is 
not destroyed by fire, or if one carries life insur- 
ance for a number of years, one is not disap- 
pointed at still being alive. In regard to insur- 
ance for medical care, one should feel that it is 
well worth while to have carried it without being 
disappointed at not having had an illness. That 
this intelligent point of view in regard to health 
insurance is definitely developing throughout the 
country is shown by the response of so many 
people to voluntary insurance plans for the pay- 
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ment of hospital charges and for the rendering 
of medical service. 


What Should Be Included in Medical 
Service Insurance 


Although a variety of plans for insuring against 
illness will undoubtedly develop throughout this 
country, due to the difference in the character of 
the problem in different sections, in general a 
medical service plan should cover medical and sur- 
gical care in the home, in the office, and in the 
hospital for illness, obstetrical care, and provision 
for prophylaxis against disease. These plans 
should be on a prepayment basis, with the sub- 
scriber receiving actual service rather than cash 
indemnity. The insurance against hospital 
charges may well be included in such a plan, or 
it may be kept distinct as it now is in many of 
these succesful insurance plans for the payment 
of hospital expenses. The success of any insur- 
ance plan should depend upon the guarantee that 
the type of medical service which is given in re- 
turn for prepayment is the best. 


- Two Factors Preventing the Development of 
Prepayment Plans for Medical Service 


In view of the fact that these unsatisfactory 
conditions in regard to the cost of adequate med- 
ical service and the recompense to the physicians 
have existed for years, and also that, with the 
advance in medical knowledge, the cost of ade- 
quate medical care is steadily increasing, why is 
it that prepayment insurance plans for the ren- 
dering of medical service have been so slow in 
developing? There seem to be two main factors: 


1 Existing laws in regard to the corporate 
practice of certain professions have inhibited 
the development of medical service plans. 


2 The opposition to the development of 
such plans by organized medicine. 


A careful consideration of these factors, I be- 
lieve, will show that they are not sound reasons 
for interfering with the development of such pre- 
payment plans. 


As charitable corporations have definitely 
shown that excellent medical care can be pro- 
vided by such a corporation, it seems unfortunate 
that laws are passed forbidding non-charitable 
corporations from demonstrating whether or not 
they can practice medicine in a satisfactory man- 
ner for the patients. To just assume that they 
cannot, as is frequently claimed, seems to me an 
indefensible assumption. For there is already 
some evidence to support the idea that corpora- 
tions can practice medicine for profit and provide 
better service for the patients than is being pro- 
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vided under the existing fee for service system 









between practitioners and individual patients. It 
is to be hoped that, as time goes on, this limita- 
tion of the law will be removed in order that ex- 
periments along these lines can be further tried 
out. 


The Position of Organized Medicine 


The opposition of organized medicine to pre- 
payment medical service plans, I think, is due in 
good measure to the lack of comprehension by 
the majority of practitioners of the real prob- 
lems. There is also the fear on the part of some 
physicians that any new plan of this sort will 
make further inroads into their practice, as the 
high cost of medical care has done, by driving 
many of their patients, rightly or wrongly, to the 
free clinics. On the contrary, successful prepay- 
ment medical service plans should send many pa- 
tients back from the free clinics to the care of 
their former practitioners. 


Many of the claims of organized medicine in re- 
gard to the evils of a system of prepayment for 
medical service are not supported by existing 
facts. For instance, organized medicine feels that 
poor medical service will result if service is given 
for prepayment, and it cites old-fashioned lodge 
practice as an example of poor medical care. That 
old-fashioned lodge practice did deteriorate into 
poor medical care is obvious, but this chiefly de- 
pended upon the lack of proper remuneration to 
the lodge doctor, so that the better men were 
not enthusiastic to undertake the work, and be- 
cause an individual physician tried to cover all 
medical problems. Naturally, under any intelli- 
gent prepayment plan, the physicians will be 
properly remunerated and expert specialists will 
be provided where they are needed. 


Another claim by organized medicine is that the 
fee for service system is a necessary stimulent to 
the production of good medical care, yet there is 
plenty of evidence throughout this country of 
physicians taking part in all types of medical 
work and practice on a salary basis and rendering 
much better service than is rendered by some 
physicians on a fee for service basis. In fact, 
there is evidence in some quarters that this fee 
for service basis acts as a stimulus to prolonging 
the treatment of patients or instituting expen- 
sive procedures which add unnecessarily to the 
cost of medical care and thus really results in 
poorer practice. The claim, therefore, that the 
rendering of medical service under a contract paid 
for in advance will lead to poor medical service is 
in no way justified, and there are already in ex- 
istence in this country prepayment plans for ob- 
taining medical service which are highly satis- 
factory. 
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The “Free Choice of Physicians” 


One usually hears from organized medicine and 
often even from the layman the question asked, 
Does a prepayment plan for medical service per- 
mit of the free choice of physician? This expres- 
sion, “free choice of physician,” is a much abused 
expression in so far as the implication exists that 
the lack of free choice of physician interferes 
with adequate medical care, or is unfair to the 
practitioners. Under existing conditions, not only 
in almost all charitable or tax supported institu- 
tions is the free choice of physician not allowed, 
but in the majority of private groups of phy- 
cians organized to practice, free choice of phy- 
sician is not permitted. As Richard C. Cabot 
said, “Attention should be turned to the intelli- 
gent choice of physician rather than the free 
choice, which is often unintelligent.” 


It is interesting to speculate when and why 
this thought about the free choice of physicians 
originated. It seems likely that it originated, or 
at least became more prominent, when types of 
compulsory insurance calling for medical care 
began to appear. If an individual is compelled by 
law to take out insurance for certain medical 
service, it seems reasonable to allow him to have 
the physician of his choice. However, no indi- 
vidual can claim that he is being deprived of free 
choice of physician by joining a voluntary pre- 
payment plan with service rendered only by cer- 
tain physicians any more than if he consulted a 
group of doctors organized in a clinic on a fee for 
service basis. Therefore, as numerous groups de- 
velop prepayment plans on a voluntary basis, an 
individual patient will have as much freedom of 
choice of physician as exists at the present time 
by choosing the group in which the physicians of 
his choice work. 


Another obstacle to the development of prepay- 
ment plans for rendering medical service has been 
the attitude of the American Medical Association 


and some of its subdivisions, namely, certain State~ 


Medical Societies, in which it has been voted that 
the only type of insurance for medical service 
should be cash indemnity insurance. Unfortu- 
nately the rates for cash indemnity insurance 
must be too high for practical application to the 
great mass of people who need this type of in- 
surance, if the companies give a reasonable cover- 
age and pay the indemnity without the usual con- 
troversies that develop. 


The Effect of Prepayment Plans on 
Medical Service 


The claim has been made that if numerous 
groups develop prepayment plans for rendering 
medical care, competition will spring up between 
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these different groups, which will lead to deterio- 
ration of the medical service. Such a claim is 
based on theory rather than fact, for, in general 
throughout this country, competition results in 
improvement of a commodity to be sold rather 
than deterioration. I think it is fair to claim that 
competition among groups organized to render 
medical service would stimulate the groups to bet- 
ter service in order to attract patients into the 
particular group. 


It becomes apparent, therefore, upon analyzing 
the situation, that the opposition of organized 
medicine to the development of prepayment plans 
for delivery of medical service because it will lead 
to poor service is not on a sound basis. It is fur- 
thermore a fact that there are many practitioners 
in the organized medical societies who are very 
much in favor of the development of such pre- 
payment plans, showing that the fear as expressed 
by some is by no means universal. 


The Reimbursement of the Physician Under 
the Prepayment Plan 


The next point to consider is whether the phy- 
sicians, under such a prepayment program for 
medical care, will be properly reimbursed. In 
the first place great numbers of individuals who 
now are receiving medical charity so far as phy- 
sicians’ bills are concerned will promptly be re- 
moved from the class of medically indigent and 
become again private patients paying their way. 
This will leave the number of really medically 
indigent patients much less and, therefore, there 
will be better opportunity for the physicians who 
care for such patients to be properly reimbursed 
for their services from taxation or private philan- 
thropy. Experience indicates that those physi- 
cians who have done the work, either as general 
family medical advisers, pediatricians or special- 
ists, in those prepayment plans which have been 
successfuly organized, are well satisfied with the 
reimbursement which they have received for their 
services. Furthermore, it has been possible under 
such a program to arrange for the individual phy- 
sician to have proper vacation and proper time 
for postgraduate study without the fear that his 
income will be seriously impaired. 


As the general medical and pediatric work 
among the subscribers to a prepayment plan 
should in general be done by the younger physi- 
cians, there immediately becomes available an 
active practice for these young men, rather than 
the discouraging delays which all too often occur 
to those developing a practice on a fee for service 
basis. Such work should offer as good a training 
to these younger physicians for branching out 
into special fields or consultation work in later 
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years as the building up of a private practice on time for the delivery of certain medical service 


a fee for service basis would offer. to subscribers on a prepayment basis. Those prac- 
titioners of medicine who have been asked if they 
The Benefits of Prepayment Plans are interested in working under such a plan have 


expressed great interest and in general:a willing- 


The development, therefore, of pais , 
P ‘ o men ness to participate in the experiment. 


plans for the rendering of medical service should 


relieve the individual patient of financial catas- One plan at the moment is developing along the 
trophe when unexpected important illness strikes. lines of a non-profit charitable corporation for 
It should also permit many patients who are med- rendering medical care for people below a certain 
ically indigent to become private patients again income level, and at the moment it looks as though 
of individual physicians. It should improve the the income group would include those whose in- 
quality of the medical service rendered to indi- comes are below $3,500 a year. Another plan is 
viduals who now are receiving inadequate med- developing to offer prepayment medical service 
ical service because of its cost. It should relieve with certain exceptions to individuals in any in- 
the taxpayers of the tremendous burden of caring come group. 


for so many medically indigent. It should render 
it possible for the physicians who care for the 
really medically indigent to be properly reim- 
bursed for their work, and it should give properly 
qualified young physicians an opportunity to start 
immediately into practice on a basis of plenty of 
work, proper time for study and appropriate vaca- 
tion with satisfactory reimbursement. 


The individuals in the low income bracket will 
probably have to subscribe in groups consisting 
of a certain proportion of the employees of an 
individual company in order to keep the rate down 
to around $30.00 a year, which is about all such 
a low income group can reasonably pay. For 
those with incomes in the higher brackets, the 
rate may be around $50.00 a year. These sub- 
scribers probably will be enrolled as individuals 
after a physical examination eliminates existing 

Some changes in the law may be advisable in medical problems or in reasonably large groups 

order to facilitate the establishment of such plans. without examination. 
It is exceedingly important that such plans should 
be developed for all strata of society, just as life 
insurance and fire insurance are developed. There 
can, of course, be different types of policies with 
different rates, so that the more fortunate finan- 
cially may be able to obtain their medical service 
in a somewhat more luxurious manner, but under 
any program there must be the best of medical 
care delivered to all strata of society. 


Different Types of Policies with Different Rates 


Just what the experience will show should be 
the proper rate which the individual can afford 
to pay and under which the company can function 
properly cannot at the moment be decided. It 
may be that such insurance cannot be worked out 
without financial aid from the government, but 
it seems well worth while to give voluntary pre- 
payment insurance for medical service an oppor- 
tunity to develop, because, should it succeed, the 

A plan is being developed by certain laymen tremendous overhead of governmentally supported 
and physicians in Massachusetts at the present compulsory insurance will be eliminated. 
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As 1939 Goes Out—As 1940 Comes In 
For These We Are Thankful 


For the simple blessings of the day. For the golden laugh- 
ter of achild. For grass and trees and water and sunshine; 
the soft tumult of the leaves, and the friendly bark of a dog. 
For neighbors and friends and strangers, who pause in a 
teeming, turbulent highway to bestow acts of kindness. For 
the calm of the night, and a star-filled sky to light the dark 
way. For warm firesides and still shadows. For the smile 
of the stranger to remind us to smile again. For the physi- 
cian’s soothing hand, the scientist’s impenetrable mysteries ; 
for all who mobilize for human need and happiness. For all 
these, and the countless good, let us give thanks. 
—Gabriel Heatter 
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Employee Health Service 


ROBERT E. NEFF 


HE protection and promotion of health of the 
Teer who comprise our communities are the 

interest of organized hospitals and their af- 
filiated agencies. The hospitals and all forms of 
social cooperation are valuable only insofar as 
they contribute to the health and welfare of the 
people. 


The progress already made in the control of 
disease is perhaps the proudest achievement in 
‘modern civilization. Civilized communities are 
rapidly coming to the conclusion from which there 
will be no retreat—that the health of every indi- 
vidual is a social concern and responsibility, and 
further, that medical care in its widest sense for 
every individual is an essential condition of hap- 
piness and maximum efficiency. 


We take pride in the fact that the hospital is 
the beacon light of health and the most outstand- 
ing agency in the promotion of public health. At 
the same time we feel a sense of blame for laxity 
in caring for the health of our own personnel. 
Guarding the health and suppressing disease 
among hospital personnel is a definite responsi- 
bility of every hospital administrator, who has 
little excuse for being unaware of the serious 
social and economic consequences following ill- 
ness and premature death in the productive years 
of valuable employees. 


Keeping Hospital Employees in Good Health 


The extraordinary advances in medical science 
and public health have taken place within our 
very walls, which means that, above all institu- 
tions and agencies, we should be in full possession 
and control of facilities for combating disease and 
promoting health among our own personnel. A 
striking feature of the public health picture is 
the part which industry has taken. It will be 
readily admitted that hospitals have been far be- 
hind industry as a guardian of the health of em- 
ployees. Health service for employees in indus- 
try is planned for the mutual benefit of the em- 
ployee and the employer. In the hospital we have 





Presented at the convention of the American Hospital Asso- 
ciation, Toronto, Canada, September 26, 1939. 
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a third group—the patient, who must be guarded 
against infection or disease which might have its 
source among ill and unhealthy employees. 


An appraisal of health is a difficult undertak- 
ing. Lapses from perfect health are caused by 
illnesses, whether or not wholly disabling, by 
physical defects, and by other conditions that im- 
pair health and vigor. While information on the 
prevalence of disabling defects and diseases is 
rather incomplete, nevertheless we all should rec- 
ognize the seriousness of the problem of keeping 
a healthy and happy personnel in our hospitals. 


Economic reasons alone should prompt the hos- 
pital to establish an adequate health service. The 
total sick leaves granted employees for a year will 
present a surprising figure, and a_ substitute 
worker for a sick employee not only means an 
extra outlay of funds, but lowered efficiency. 


Productivity Loss Through Employees’ Illness 


We estimate that the daily productivity of our 
employees is cut directly by about 2 per cent 
through absences due to acute illness and accident. 
When additional losses in production and service 
from delays, disorganization of routine, time spent 
in training substitutes, and lowered efficiency re- 
sulting from acute disabilities are taken into ac- 
count, it is found that the total loss from such 
disabilities is much higher. This estimated waste 
of productive capacity represents therefore a loss 
of serious proportions. 


Our salary budgets must always make allow- 
ance for substitute workers made necessary by 
illness and accident occurring to regular em- 
ployees. If this sum were devoted to a health and 
accident prevention program among employees, 
we would find that the losses in this direction 
would be appreciably reduced. 
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The Character of Health Service 


What kind of health service should be at the 
disposal of every employee? The answer is 
simple, there should be every kind of service 
which may be necessary for the prevention and 
cure of disease, for the promotion of the full men- 
tal and physical efficiency, and there should be a 
program of accident prevention. 


Do our employees receive all the care they 
need? Do they receive all of those medical serv- 
ices which at the present stage of medical knowl- 
edge are considered necessary for the prevention 
and cure of disease and the attainment of the full- 
est possible mental and physical efficiency? 


The people of the community regard the hos- 
pital as a health center and naturally look to it 
as an example and a source of information in all 
matters pertaining to health and the prevention 
of disease. Any neglect on the part of the hos- 
pital for the promotion of health and disease pre- 
vention among its own employees is very likely to 
arouse in the minds of the people a lack of con- 
fidence in hospital aims and purposes. When the 
hospital speaks of itself in proud terms and boasts 
of its accomplishments in the field of public health 
and welfare, and then neglects to assume certain 
important responsibilities for the health of its 
own employees, it shows up a discrepancy between 
practical and professed principles. As a matter 
of consistency hospitals should have adequate 
health programs for employees in order to prove 
to the people that the conduct of hospital affairs 
is in harmony with avowed principles. 


Role of Education in Hospital Health Service 


It is traditionally accepted that the promotion 
of any worth while project depends upon a pro- 
gram of education as a means of carrying into 
effective operation the basic principles and prac- 
tices of that endeavor, and we are successful in 
promoting health among our people in proportion 
to the degree in which we may be able to achieve 
a practical application of principles learned. Every- 
one recognizes the remarkable progress which has 
been made in public health endeavors through 
educational programs, and the hospital personnel 
should be regarded as a group for special attention 


in this direction. Let us give our empivyees an. 


insight into the practical possibilities of health 
improvement, particularly disease prevention. 


By means of health bulletins we can educate and 
emphasize to employees the vast importance of 
disease prevention by pointing out sanitation, per- 
sonal hygiene, diet and nutrition, incidence of 
specific diseases, etc. Bulletins regarding the cur- 
rent and seasonal incidence of disease can empha- 
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size preventive factors and call attention to pre- 
cautions and other facts as will aid in the pre- 
vention of physical disability. This information 
placed before employees will aid materially in the 
prevention program. 


The employee of a hospital which has a well or- 
ganized health service is potentially a partner in 
the vast army of public health workers. He will 
spread the knowledge of disease and help influ- 
ence his family, friends, and associates regarding 
the importance of health and disease prevention 
activities. 


A Health Service for Hospital Employees 


In planning a health service for employees, the 
essential factor is the same as in any health pro- 
gram, and that is physicians’ services. No plan 
will be successful without specific and permanent 
arrangements for physicians’ services. Definite 
responsibility must be placed upon a physician or 
physicians who can be specifically delegated for 
this task. In the larger hospitals senior members 
of the resident staff may be assigned to this serv- 
ice and work under the guidance of a senior visit- 
ing staff physician on the general medical serv- 
ice who acts as chief of the service. Along with 
this delegation of responsibility should go an un- 
derstanding that the staff physicians in the 
various clinical specialties shall accept responsibil- 
ity for seeing employees referred from the chief 
medical officer. 


If aecessary, the rotation of the chief’s responsi- 
bility among members of the visiting staff of the 
general medical service by quarterly periods will 
prevent the work from becoming onerous and 
burdensome to any staff member. In the smaller 
hospitals, where no resident staff is available, a 
member of the visiting staff may be assigned the 
task of supervising the health of employees. An 
honorarium for the physician will do much to 
strengthen the service. We emphasize the fact 
that responsibility must be fixed upon individual 
physicians so that the service may be conveniently 
available for employees at all times. 


Suitable space in the hospital should be set aside 
for employees’ health service as a further means 
of making the service readily attainable, and every 
facility which the hospital provides for the care 
of its patients should be made available for em- 
ployees. 


The Two Functions of the Health Service— 
Prevention and Treatment 


Health service for employees is divided into two 
rather definite branches of activity: (1) the pre- 
ventive—including physical examinations, im- 
munizations, the early detection of disease and 
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health education; (2) the treatment of illness and 
injuries. The first is a service which not only 
promotes the happiness and well-being of em- 
ployees, but is of definite pecuniary advantage to 
the hospital. Vigilance and the early detection 
of disease, especially communicable conditions, 
will help to avert serious situations with infection. 
The second becomes more favorable personally to 
the employee, and while responsibility for the first 


is perhaps prompted for more or less selfish rea-_ 


sons by the hospital, nevertheless the second 
should be developed to a degree where employees 
may receive adequate curative medical care, in- 
cluding the ambulatory as well as the bedridden 
cases. 

The hospital and the physicians cannot be ex- 
pected to assume responsibility for the care of 
employees confined to their homes without definite 
financial remuneration through a health service 
fee or other financial arrangements. 


Hospitalization of employees should require some 


financial consideration on the part of the employee, | 


at least to the extent of cost rates, but insofar 
as the preventive phase of the health service is 
concerned, the hospital has a definite obligation. 
Ordinarily the employment contract of nurses, in- 
terns, dietitians, and others who reside in the 
hospital, provides for a limited amount of hospital- 
ization without charge, and there appears to be 
general agreement that the hospital has this ob- 
ligation. Also the hospital should assume the care 
of minor illnesses which can be treated in the 
ambulatory stage, together with the treatment of 
all conditions resulting from injury while the em- 
ployee is on duty. 


The Workmen’s Compensation Act automatic- 
ally obligates the hospital for the care of injured 
employees and handles the situation regarding 
employees injured on duty. A group hospital in- 
surance plan will aid the hospital materially in its 
obligation toward the hospitalization of employees, 
whether through membership in a community in- 
surance plan or one sponsored and directed within 
the hospital organization. 


In order that adequate and complete home care 
may be available at all times, the hospital should 
make arrangements for the care of ill employees 
in the home through a financial arrangement in- 
volving responsibility on the part of the patient. 
Hospital care insurance solves the problem for 
those needing hospitalization. Disability with its 
consequent sick leaves and substitute employees 
will be greatly reduced by satisfactory arrange- 
ments for the care of bedridden employees and 
every means should be taken to simplify the hos- 
pitalization of employees who may need bed care. 
Certainly the hospital should plan and encourage 
the care of its own employees in the hospital when 
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hospitalization is necessary rather than to permit 
them to remain in their homes with inadequate 
medical care and its consequent prolonged dis- 
ability. 


Where an Adequate Health Service Begins 


An adequate health service for employees 
should begin with a health examination for each 
and every new employee. We have made a good 
beginning when we make certain that new em- 
ployees are free of disease and major physical 
defects at the time of employment. The final ap- 
proval for employment should not be granted by 
the administrator until satisfactory written evi- 
dence has been filed by the medical examiner. The 
initial examination for applicants should be com- 
plete enough to detect not only acute disease which 
may exist at the time, but that which might de- 
velop thereafter and render the employee objec- 
tionable for handling patients and a problem for 
the hospital. 


Each employee who has contact with patients 
should be immunized for typhoid fever and small- 
pox; prophylaxis should also be employed for 
scarlet fever and diphtheria as indicated. It is 
a source of satisfaction to the administrator to 
know that the professional staff is immune to 
these communicable diseases, especially when 
these maladies are present in the hospital and a 
spread of the disease threatens. The test for 
tuberculosis is important and if routine chest x- 
rays cannot be afforded in each case, they should 
be done at least for all cases where clinical signs 
give any indication of the possibility of tubercu- 
losis. Smallpox and typhoid fever immunizations 
should be given all employees even though they 
do not come in continuous contact with patients. 
An embarrassing situation is created when an em- 
ployee becomes ill with smallpox and which may 
result in others contracting the disease. An occa- 
sional case of smallpox among patients is experi- 
enced by the majority of institutions and cannot 
be charged as a responsibility against the hospital 
when the time of exposure antedates the hospital 
admission, but there is responsibility and neglect 
on the part of the hospital whenever any employee 
may have the disease. 


Report forms for handling the requirements of 
the physical examination should be provided and 
kept filed for permanent reference in the case of 
each employee. This form becomes the initial 
record in the file of the employee and should be 
supplemented from time to time as a current 
record in the health file. Complete records are 
just as essential for employees as they are for 
patients. 


Interns, student nurses, and other personnel 
whose applications for employment must be han- 
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dled by mail can be managed by having the physi- 
cal examination conducted and recorded on the 
hospital printed form by a physician chosen by 
the applicant. In each case the form should be 
properly executed by the examining physician and 
sent to the hospital for approval by the physician 
in charge of the employee health service before 
arrangements are completed for employment, and. 
then upon arrival of the applicant, especially stu- 
dent nurses, a further check should be made to 
verify the original examination. 


Periodic Check-up of Employees 


Periodic check-up should be arranged for all 
personnel who work directly in contact with pa- 
tients. If arrangements cannot be made for a 
check on all employees, then at least the profes- 
sional groups and food and linen handlers should 
be followed at regular intervals. Disease in its 
incipiency may be discovered by this means which 
otherwise might run a course and result disas- 
trously for the individual as well as create diffi- 
culties for the hospital. 


Definite hazards exist in the hospital for those 
who care for the sick and we need to employ 
every reasonable means for protecting our per- 
sonnel against them. Patients whose condition 
creates a health risk for nurses and others should 
be isolated or noted in such a manner as to warn 
attendants of possible danger. Inexperienced stu- 
dent nurses especially need attention and warning 
in this direction. Courts have ruled that the hos- 
pital can be held accountable for negligence in this 
matter. 


The heads of departments should be alert to any 
signs and reports of illness in their respective 
departments and be required to have all cases of 
illness placed promptly in the hands of the health 
service staff. A case of sore throat may be the 
forerunner of scarlet fever and if neglected, may 
cause the spread of the disease to a number of per- 
sonnel and patients. Employees should be urged 
to report minor complaints, particularly during 
the incidence of specific and seasonal diseases. 
Reference of the employee to the examining physi- 
cian should be made in writing through the use 








of a card prepared for this purpose. This card 
may be prepared in a way as to serve as a report 
of the findings in each case. 


Health Service and Satisfactory Employer- 
Employee Relationships 


A comprehensive health service will create a 
favorable psychological effect on employees and 
will become an important factor in promoting sat- 
isfactory relationships between employer and em- 
ployee and the morale of personnel can be 
strengthened materially by this means. Faithful 
and loyal employees are essential to a smooth 
working organization, and we should exert every 
reasonable effort to provide satisfactory working 
conditions as an aid in attaining this end. Careful 
attention should be given to safeguard the em- 
ployee against accidents and mishap. Safety 
methods and devices should be employed and the 
education of employees in this direction is essen- 
tial if we are to reduce disability of employees 
caused by accident. 


Sick leave, vacation leave, together with defi- 
nite provision for the care of employees when sick 
and disabled are matters for each hospital to ar- 
range according to its own situation. And let us 
urge that these provisions be made a part of our 
health program. Old age security is an element 
in our health program, and eventually hospitals 
will find it necessary to make some provision for 
this feature of the employee’s welfare. It is un- 
fortunate that the present government plan makes 
no provision for old age security among hospital 
employees. Eventually the hospital will be com- 
pelled to make some plan for this service. Again 
may we suggest the group hospital care insurance 
plan as an aid in our health service endeavors. 


If we respect the health of our employees as 
we do that of our patients, we will find that we 
are (1) giving adequate health care; (2) receiv- 
ing pecuniary advantages which otherwise would 
not accrue; (3) protecting our patients from un- 
healthy employees; (4) creating a favorable and 
educational influence on the minds of the people 
in our community. 





ange 


The University of Minnesota Hospital Institute 


The Center for Continuation Study of the Uni- 
versity of Minnesota will conduct an Institute for 
Hospital Administrators January 15-20, 1940. 
Since they were first started, the Institutes of the 
University of Minnesota have been outstanding 
in their interest and value to those who register. 


The 1940 Institute presents a program widely dis- 
tributed and incorporating every possible discus- 
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sion that would make a refresher course of the 
greatest value. 

The subject of the lectures and those who are 
to deliver them, together with the demonstrations 
and round tables, indicate every hour will be given 
over to an intimate review and study of hospital 
problems that enter into the administration of 
every hospital. The registration of the Institute 
will be larger this year than in previous years. 
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Personnel Problems with Relation to Civil Service 
and Government Restrictions 


G. P. BUGBEE 


service and government restriction is a provoc- 


Prrervice ante problems with relation to civil 


ative subject as old as organized government. 
Civil service by literal definition covers public 
service other than the military, naval, legislative 
and judicial branches—in other words, the every 
day business functions of government. Perform- 
ance of public and particularly civil personnel is 
of interest to every citizen. 


Common usage of the words “civil service” has 
given a narrower meaning. In current usage, 
civil service implies statutory reform which elimi- 
nates political interference in the personnel activ- 
ities of the civil services of government, substitut- 
ing a scientific basis for induction, promotion, 
payment, and dismissal of government personnel, 
or the so-called merit system. Civil service will 
here be considered as meaning the merit system 
for personnel in the civil services. 


The Spoils System 


To President Andrew Jackson is commonly at- 
tributed the policy “to the victor belongs the 
spoils.” However, the appointment of government 
personnel on the basis of political expediency, the 
spoils system, was old long before Andrew Jack- 
son—probably as old as government itself. Jack- 
son argued that long tenure in office resulted in 
bureaucracy and of the value of periodic change 
in the personnel of government. Since appoint- 
ment by political preference was an accepted fact 
by both parties, Jackson’s interest at the time was 
primarily in change to the party he represented. 
However, the words attributed to Jackson have 
been used to justify change for political ad- 
vantage, and have furnished a definite objective 
for the attack of those in favor of reform in civil 
service. 


Civil Service Reform in This Country 


The movement for reform in civil service in this 
country dates from shortly after Jackson’s term of 
office. Action by the Federal Congress was very 
slow, although laws were introduced which had 
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the support of a large number of public spirited 
citizens. The first civil service law passed by the 
Federal Congress received approval as a result of 
the pressure of public opinion following the assas- 
sination of President Garfield by a disgruntled 
office seeker. That law passed in 1883 is still on 
the statute books subject to amendments made 
since that date. The Federal Government for the 
major number of employees, many of the large 
cities, and some few of the states now have civil 
service laws. 


Civil Service Does Not Imply a Standard Law 
Universally Applied 


Civil service has many forms, and differs greatly 
as applied in each governmental unit. While to the 
average voter civil service implies the removal of 
politics from appointment to public office, unfor- 
tunately, the actual accomplishment under any 
given civil service law may vary within a wide 
range. The individual law may be narrow or broad 
in scope, and every law must provide for a final 
administrative authority, a commissioner, or a 
non-partisan commission. The accomplishments 
even under the broadest statute may vary widely 
at the will of this final authority. 


Mayor LaGuardia of New York has said that 
the best civil service law in the country may be 
useless for the protection of the public if dishon- 
estly administered; while a poor law, through 
honest administration, may work most effectively. 
The final authority under the civil service statute 
becomes the focal point for consideration. This 
authority is granted responsibility for decisions 
and regulations susceptible to varying degrees of 
honesty in interpretation. 


Limiting Features of Civil Service Laws 


All civil service laws to a greater or less degree 
set a rigid pattern for personnel activities which 
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must be followed by the elected official and his 
appointive agents. In effect, the law says since we 
cannot depend on the honest judgment of these 
men, we will establish by law each step in the per- 
sonnel department of government, including 
selection, release, and promotion of individual 
employees. 


A positive value of good civil service is the sub- 
stitution of some other method than political ex- 
pediency in the appointment of personnel. Many 
laws have emphasized this one point to the exclu- 
sion of other important personnel considerations. 
On the negative side the honest administrator 
finds civil service a restriction upon the play of 
creative judgment and discretion. 


The limiting features of civil service laws are 
a handicap to the honest administrator. However, 
the protection of the public offered by these laws 
may be the most satisfactory method for limiting 
abuse of public trust by those elected or appointed 
to office in the public services. 


Development of Civil Service Laws 


Civil service laws have developed through a his- 
tory of some years on the basis of a very careful 
study of personnel procedures. Civil service laws 
are in a sense mechanized personnel procedures. 
Intensive study of personnel requirements have 
been made by those who have developed civil serv- 
ice laws to their present state of effectiveness. In 
fact, certain personnel procedures were studied 
and scientifically analyzed by those interested in 
civil service before the problem had received the 
same concern by industry. The mechanics of the 
induction, promotion, and release of employees 
have been reduced to basic elements, making a 
contribution to the knowledge of personnel which 
may well be studied by those who have been con- 
cerned only with rule of thumb methods in 
personnel. 


Valuable Steps in Study of Personnel 


Every civil service law prescribes some or all of 
the following steps which are of value in any in- 
telligent study of personnel: 


1 Individual positions are classified. A job 
study is the basis of any such classification. 
Job studies require conferences with every 
member of an organization. Each position is 
studied, analyzing duties and distinctive char- 
acteristics. Positions are then grouped into 
classes on the basis of similarities, and all 
individual positions are allocated to a certain 
class or title. The accumulated information 
becomes the basis for all succeeding steps. 
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5 Actual salary ranges with minimum and max- 





2 Specifications are established for each classifi- 





cation—stating experience, age range, health 
range, education required and typical duties. 
These specifications are based on the infor- 
mation from job studies of all positions hav- 
ing a similar classification and the require- 
ments of the position. The administrator must 
here define the qualification of the individuals 
from whom he will choose his prospective 
employees for any given classification. This 
is basic information for an employment office. 


Competitive examinations are given the group 
defined by the specifications for any classifica- 
tion. Only those of proper age, experience 
and education are permitted to take the ex- 
amination for a certain classification. Ex- 
aminations are one of the major functions of 
the administrative agency created by the 
Civil Service statute. The careful choice of 
the best qualified individual is the ultimate 
aim of all employers. Unfortunately, the 
method of examination under Civil Service 
laws may not always properly rate contesting 
individuals according to merit. Appropria- 
tions may not permit careful examination, 
specifications may be poorly written. How- 
ever, the usual Civil Service law makes man- 
datory appointment in order from the eligible 
list established by examination. 


A graded rating of the relative importance 
of all classifications is made. Thus all hos- 
pital employee titles might be graded into ten 
or fifteen general grades, each grade repre- 
senting positions of approximately similar 
value. Such a rating of classification is based 
on the job studies. The rating of each classi- 
fication is a most difficult problem, as this 
grade is eventually used for salary determi- 
nations. The ordering of the classifications 
requires real understanding of the duties of 
the positions, the extent of preliminary edu- 
cation and training, and the degree of skill 
required, and local conditions of supply and 
demand. At best the final result must have 
some elements of arbitrary decision. How- 
ever, this requirement for a rating of classi- 
fication is in effect the same requirement 
placed on any hospital administrator when it 
becomes necessary to make salary adjust- 
ments. The average hospital where salary 
adjustments have been made by rule of thumb 
methods will find that classification of titles 
on the basis of similar salaries will show 
positions of widely differing values of equal 
value on the basis of the salary paid. A care- 
ful grading of all classifications is a vital step 
in developing an equitable basis for compen- 
sation. 





45 









imum salaries are established. Each grade 
of classifications having an equal value must 
have a similar salary range. The final salary 
ranges will be established on the basis of local 
market conditions and the supply of well 
trained applicants—factors which necessarily 
are also considered in the grading of classi- 
fications from the job studies. 


6 A method of transition from the minimum 
to the maximum salary is established as a 
guiding principle in salary increases. Again 
local conditions of supply, demand, and funds 
available will have effect. By basing salary 
increases. on tenure and a performance rat- 
ing, employees are encouraged to develop to 
the best advantage. 


7 Ladders of promotion are established. Each 
employee should know the classifications to 
which he may hope to be promoted if he per- 
forms his duties satisfactorily and makes an 
effort to develop the abilities required in the 
higher classification. Examinations for a 
higher classification may be open in certain 
instances only to the employees in a lower 
classification and already in service. 


8 Each employee has a regular service rating. 
This rating is necessary in order that the em- 
ployee be eligible for salary increases within 
his salary range, or for promotion or disci- 
pline. Such employee performance rating by 
supervisors has received much attention, and 
relatively practical methods have been estab- 
lished. The progressive civil service law is 
much more than a merit system for the choice 
of new employees. Incentives are developed 
for good performance, for promotion, and ad- 
ditional training, looking toward a true career 
service. 


9 Service training for better performance—and 
as preparation for promotion, has received 
some attention in certain government units. 
Civil Service laws might well stress the value 
of greater emphasis on such training. 


10 Methods of discipline are established. Agreed 
suspension intervals for relatively minor in- 
fractions, and discharge for predetermined 
causes should be well understood by the em- 
ployee group. 


11 Discharge and other disciplinary measures 
are subject to review and hearing. Full right 
of appeal should be given the employee, bring- 
ing out the true picture of working condi- 
tions and requirements. Some civil service 
laws do not limit discharge discretion by the 
administrators. However, in general, such 
action is subject to rigid review by superiors, 
and appeal to the administrative agency. This 
principle is receiving more emphasis in in- 
dustry in recent years. Employees should 
certainly not be subject to discharge at the 
whim of a superior. However, protection may 
be won at the expense of proper discipline if 
the civil service law is too rigid. 


Every hospital personnel department would 
benefit by a program in personnel work covering 
these steps. The mechanics are well established 
in civil service practices and outlined in the lit- 
erature. However, merit systems as now embodied 
in civil service statutes require the continued in- 
terest of the public if they are to be effective in 
developing a career service in public service. The 
induction of employees other than those with a 
political interest may be of no assistance in de- 
veloping efficient government service unless such 
employees are carefully chosen and given proper 
incentives for development. 





The Hospital Library Book List 
Changes Hands 


Beginning with the first issue for 1940 the 
Hospital Book List* will be published by the 
American Library Association. For four years 
it has been sponsored exclusively by the American. 
Hospital Association through its Hospital Library 
Committee and edited by Perrie Jones with the 
assistance of Mildred L. Methven during 1938 and 
1939. 


Under the new plan the list will be a cooperative 
undertaking of the American Hospital Association 
and of the American Library Association. The 
latter will publish the list which at the start will 


*New name Hospital Book Guide. 
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probably be a mimeographed quarterly priced at 
$1 a year. Elizabeth Pieters of Holland, Michi- 
gan, is announced as editor. 

Inquiries should be addressed to the American 
Library Association, 520 North Michigan Avenue, 
Chicago, Illinois. 





Refresher Course for Dietitians 

A “refresher” course for dietitians will be held 
at the New York Hospital in the summer of 1940, 
under the direction of S. Margaret Gillam. 

Students in this course will receive credit for 
the Master’s Degree at Teachers College, Colum- 
bia University. 

The course is only open to dietitians who have 
worked for some time. 
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Ratio of Personnel to Patients 


WARREN P. MORRILL, M.D. 


the question of the number of employees re- 
quired for proper service to a given number of 
patients that no general rule can be so formulated 
as to be safely applied to any individual hospital. 


Tite a are so many variables concerned in 


Among the variables to be considered are: 


1 Type of patients. This applies not only to 
the purely medical characteristics of patients ad- 
mitted but also to the economic level—i. e., pre- 
dominantly private room, two or three bed 
room, six bed room, or larger ward. 


2 The physical plant. The arrangement and 
condition of the physical plant may easily mean 
a large difference in personnel required. Plant 
maintenance employees required will vary with 
the physical condition of the plant. Nursing load 
will vary widely according to the convenience of 
utilities in order of their rate of use, to the actual 
travel required from utility to bedside, and to how 
closely the size of nursing units adapts itself to 
the optimum assignment of personnel. 


3 Quality of service. The quality of service 
rendered, particularly the nursing load and its 
supervision, and the number and quality of work 
of the various accessory departments is reflected 
quite definitely in the number of personnel re- 
quired. Thus it is the rule that the la: er the 
hospital the higher the ratio of personnel to 
patients. It is, of course, obvious that a hospital 
without a physical therapy department, with a 
radiological department which is limited to diag- 
nostic and superficial therapy, with a clinical lab- 
oratory limited to the simpler routine procedures 
or one lacking such accessories as basal metab- 
olism, electrocardiograph and the like will require 
less personnel than one more completely equipped 
and fully developed. 


The influence of these variables was well illus- 
trated in a study made by Dr. Malcolm T. Mac- 
Eachern. in 1930. In this study, one group of 
eight 200 bed hospitals in large cities showed from 
a minimum of 37 to a maximum of 285 employees 
with an average of 1.2 employees per patient for 


the group as a whole. The same study reports 
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on the analysis of 195 hospitals with the follow- 
ing results: 
Employees per 
Num- Employees per Bed Patient 

Size of Hosital ber Min. Max. Aver. Min. Max. Aver. 
25- 49 beds.... 25 032 1.25 0.66... «-« OSG 
50- 99 beds.... 50 ... yeu GE? cs ae ee 
100-249 beds.... 50 0.381 1.82 0.77 0.41 1.76 1.06 
250-499 beds.... 50 0.21 1.29 0.65 0.28 1.73... 
500 or more beds 20... ... 0.75 0.45 0.61 1.00 

The general average was 0.9 employee per pa- 
tient corresponding quite closely to a report of 
the American Hospital Association published in 
1927 which out of 26 general hospitals found but 
one which had an average of as many as one 
employee per patient. 


Comparison of Figures for 1930 and 1939 


A recent opportunity to review employment 
figures for about 1,500 hospitals suggested a com- 
parison of figures for 1939 with those of nine 
years earlier. 


The figures as presented represent voluntary 
general hospitals only and comprise 1,148 hos- 
pitals in 46 states with a total of 158,880 beds, an 
average census of 109,310 patients and 132,377 
employees. Student nurses were not included in 
the number of employees. The over all average 
was 0.83 employees per installed bed and 1.21 em- 
ployees per patient. The hospitals studied varied 
in size from 10 beds with an average census of 8 
patients to 900 beds with an average census of 
676 patients. Children’s hospitals were included 
but all other special hospitals were excluded from 
the study. 


Of the 46 states included in the analysis, 18 
showed a state wide average of less than one em- 
ployee per patient, while 28 showed more than 
one. The different states showed state wide aver- 
ages from 1.57 employees per patient in New York 
to 0.49 in North Dakota. 
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Table Showing Number of Employees Per Installed Bed and Per Patient 
Arranged by States 





Number of Number 
STATE Hospitals of Beds 
EO Saree rrr 10 906 
RII foie wie hn a nvs 5s sco ha Ra eee eRe 9 714 
EMRE 9 casas anblen ey eee eles eeu. 11 1,079 
8 PERE kel Nira eG RP coe nn See LA 42 6,363 
NSMRDNNIRO 95.5 is 5s 5-6b.v DOU wils ae ea eee 13 1,307 
SOREN 5-26. soc oa bist oat a pentiaewe 28 4,793 
PU a Si Men cow ess cuumivewerenes ss 5 779 
Spisireet: OL SCOlAMID IO 65 6505 ee aa ees 6 1,225 
DER Coat eh ok gine Kasei cea 13 1,721 
RD 5c eds csi blew OFS OE IOs a 8 1,321 
DOMED Raia tgdn tetas Sv ae ine ahere> ard» cals on 1 90 
PEON 9 oko visio wine aka eeus 80 11,825 
PINS Sins dig ou O's oe bh oss os Fees 35 4,768 
AEE iiciea. sic Wickes) aie uistewa ie eee 34 3,681 
REE SR ee oer aoa 21 1,779 
RNIN 55a a ss 5 Jn cays bate be we Rit @'s 10 1,195 
SY Eine Se Saran eS ee 5 718 
BE, one cha crates tue sae cermm pete 14 1,302 
IRIN 25 5p sh 44-0. is oo iene nis bi oSre)a-s ines 14 2,846 
eM RMUD 2555.5 oi57s ado ls oe ale erate ee 57 7,260 
PMA 05555 ois dis Rs owls slew Geter ale 40 6,601 
RON 5. os sein olen sales + ines o'sce oats 36 3,657 
ME MENSENN <n) 'n's Sac anaes Wine aie aia 8 451 
IEE 55.010 iso Wis Wk wines w eaisa Wiaeciselc 25 4,504 
NN Ma ie Cars cra ous. Sao wins eieiere enone 9 966 
IEMEIR 5 sn so wos 0% wie alunos irere en ele borne cates 5 782 
POW MEMINDBNITO 0 osc icdiwadiscccaswoed 16 966 
NN hone ceris cc iaik w iointalate Sine eres 45 6,587 
DINE eb wi 5:60 ware loan wound abe 132 23,449 
INIT 5 occ ics ce ware arain eioreere aor 3 265 
a ee rae 28 2,389 
PRPIE MED RINE oo boii al ecessewie beware eeu 9 925 
COIR 8 oo sai sae Swhko swine se aeaiee 78 10,988 
NS eee ee re ee 6 580 
DNS ie sce hi cronci ewes esac nace were 61 1,200 
EERUEUAWEMIO.. Gioia oiaaeswes seu sloes 116 20,472 
US ESN Re Saree enna emer 6 993 
STL 0) ee 9 570 
Bo OMMUA. oss KeGkawehouwses amet 9 590 
MRUONNRD. 65 54.5 Sak binswd wabeauewee seas 10 1,154 
UIE Sn acca as eaie bie midsole Berm nieieeeuisinte 33 3,870 
RUE Co Ui Wide apa d boa Se weaus sonmiersas 3 422 
WIRE 0k Soi duceeeeuswe sew ebenan' 14 1,030 
PENNE ei aukis ALSo Mahe aata tum ioset 16 1,987 
WUMMIOOID: 6's. beisidsieasawsawesawee 22 3,008 
ORG WAREEID. Biguied sack weacaee eas 9 1,098 
NL Stasteereswsndscenanouvsss 34 3,709 
MD ARNG cis bis Reais SECA RAR rOS 1,148 158,880 


t is believed that the above figures are more 
likely to be below those actually existing than 
above as it was apparent that many of the Cath- 


olic hospitals did not include the Sisters in the’ 


number of employees reported. As an offset to 
this it might be mentioned that a few of the hos- 
pitals reported are either owned or controlled by 
nongovernmental medical schools and it was ap- 
parent in at least three instances that the number 
of employees reported was sufficiently large to 
indicate that a sizeable number of employees wer® 
incidental to the teaching rather than to the serv- 
ice function of the hospital. 
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Employee 
Average AverageNo. Employee per 

Census Employees per Bed Patient 
579 575 0.60 1.02 
401 848 0.56 0.80 
820 374 0.35 0.71 
4,617 6,587 1.04 1.42 
821 887 0.68 1.08 
3,342 4,164 0.87 1.25 
427 553 0.71 1.30 
833 1,303 1.06 1.70 
946 1,131 0.66 1.21 
901 1,082 0.82 1.21 
67 61 0.68 0.91 
7,524 9,728 0.82 1.30 
3,425 3,476 0.73 1.00 
2,390 1,981 0.54 0.83 
1,175 987 0.56 0.84 
823 814 0.68 0.99 
541 506 0.67 0.93 
1,034 932 0.71 0.90 
2,025 2,203 0.78 1.09 
5,034 6,847 0.94 1.36 
4,503 6,091 0.91 1.33 
2,624 2,699 0.74 1.03 
217 201 0.44 0.92 
2,906 3,358 0.74 1.16 
537 396 0.47 0.74 
545 674 0.86 1.24 
641 560 0.58 0.87 
4,780 5,568 0.84 1.17 
17,124 26,781 1.14 1.57 
130 137 0.52 1.05 
1,700 1,393 0.58 0.82 
577 281 0.30 0.49 
7,258 11,078 1.00 1.53 
294 154 0.27 0.52 
880 881 0.73 1.00 
14,998 16,404 0.80 1.10 
651 658 0.66 1.01 
397 347 0.61 0.87 
353 198 0.34 0.56 
791 863 0.74 1.09 
2,416 2,624 0.68 1.08 
305 277 0.66 0.91 
652 491 0.48 0.75 
1,386 1,146 0.58 0.83 
1,825 1,638 0.54 0.90 
622 517 0.47 0.83 
2,203 2,423 0.65 1.10 
109,310 132,377 0.83 E21 


Factors Involved in the Increased Number of 
Employees Per Patient 


There would appear to be three major factors 
involved in the increase of 34 per cent in the 
number of employees per patient in so short a 
period as nine years from an average of 0.9 in 
the MacEachern study of 1930 to an average of 
1.21 in the present study. 


The decrease in the number of training schools 
for nurses has led to increased employment of 
graduates and subsidiary workers. The schools 
which have survived are taking more students but 
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have shortened the work week and have in a meas- 
ure limited the ratio of students to patients to such 
an extent as to more than offset the increase in 
number. 


The nursing load, that is the number of hours’ 
service per patient per day, has been markedly 
increased, and while it has resulted in better serv- 
ice to the patient it has at the same time required 
a larger number of graduate and subsidiary work- 
ers. This decrease in student nurse service has 
been met by a very large increase in the number 
of general duty nurses employed. 


Decrease in hours of labor for nonprofessional 
employees has resulted in an increase in the num- 
ber of these employees. A recent check of a few 
typical large hospitals indicated an increase of 
approximately 10 per cent in the number of em- 
ployees per patient in 1939 as compared to 1935. 


Lastly, the march of scientific medicine goes 
steadily onward and hospitals are increasingly 
prompt in applying these scientific advances to 
the care of their patients. Such comparatively 
recent improvements as fever therapy, oxygen 
therapy, and shock therapy are all distinct ad- 
vances but all require close supervision and espe- 
cially trained personnel for their proper admin- 
istration. 


There is no reason to doubt that the future will 
bring even greater demands to the hospital. None 
of the conditions which account for the increases 
of the last ten years are static. All are dynamic. 


The nursing curriculum will steadily become 
more exacting, the trends in labor are all toward 
the shorter work week, and lastly, scientific med- 
icine is still in its early adolescence. 





Dr. A. J. Lomas 


Dr. A. J. Lomas, superintendent of the Univer- 
sity Hospital, Baltimore, Maryland, and one of the 
best known hospital administrators in the United 
States, resigned on January 1 to become admin- 
istrative consultant for five Catholic hospitals— 
Mercy, St. Joseph’s, Bon Secours and St. Agnes’ 
in Baltimore, and Allegheny Hospital, run by the 
Sisters of Charity, in Cumberland, Maryland. 


Dr. Lomas at one time served as assistant to 
Dr. Winford Smith, director of Johns Hopkins 
Hospital, Baltimore, Maryland. 


Dr. Lomas is a native of Montreal, Canada, and 
received his medical degree at McGill University 
in 1902. During the World War Dr. Lomas joined 
the British Army and was sent to Egypt, where 
he became adjutant of a hospital in Cairo. After 
an extended service in this position, he was ap- 
pointed chairman of a board that supervised the 
Canadians return to Canada. 


After distinguished service in the World War, 
he returned to the United States and became di- 
rector of the University of Iowa Hospitals, Iowa 
City, previous: to accepting the superintendency 
of the University Hospital, Baltimore, which posi- 
tion he has held for the past sixteen years. 





Dr. Wilcox Appointed Superintendent of 


Minneapolis General Hospital 
Dr. Archa E. Wilcox has been appointed super- 
intendent of the Minneapolis General Hospital, 
Minneapolis, Minnesota, to succeed Dr. D. W. 
Pollard, who has been acting superintendent of 
the hospital since January 1, 1939. 
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Defeatism 

I, for one, cannot go along with a teaching 
which tells the discouraged that there is no future, 
that unemployment is here to stay, that “a chang- 
ing social order” has closed the door to indi- 
vidual effort, initiative, and opportunity. I can 
not condone a defeatist teaching that there are no 
more frontiers to conquer, that all the gold has 
been discovered, that all the virgin resources are 
exhausted. Let us face the future. Opportunity 
was never found in the past—it was found in 
thinking our way through the days to come. 


Constructive effort today will not confuse the 
mind of man with a philosophy of defeatism, 
hatred, limited effort, and willingness to surren- 
der to political control. Rather will it direct his 
attention to the opportunities of tomorrow, and 
the rewards for effort and hard work. The men 
who in this year 1939 are pioneering a Yankee 
Clipper in trans-oceanic service; the men who are 
developing air conditioning in home, office and 
factory; the men who are building a new super- 
railway service; the men who are bringing into 
being a new world through chemical research— 
these men have no time to listen to a philosophy 
of less work and controlled effort—for they are 
busy dreaming, thinking, planning, doing. 


The future of the world will depend on the in- 
fluence we can bring to bear on the mind of man 
—influences to combat all that has taken place in 
these depression years. Let us face a realistic 
future with faith and a firm determination that 
the mental, moral, and spiritual standards of the 
past shall be maintained! 


—Rock Sleyster, M.D., President of the Ameri- 
can Medical Association 
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Oxygen Therapy in the Smaller Hospital 


FRED J. LOASE 


worker suddenly fell to the floor, uncon- 

scious. The police and one of our resident 
physicians arrived and began giving artificial 
respiration and treatment with the inhalator, 
slowly bringing the man back to life. When it was 
deemed safe to move him to the hospital, the phy- 
sician telephoned ahead to order an oxygen tent 
ready for use. Our oxygen technician saw the 
patient brought in with the inhalator mask still 
in place and oxygen being administered. The tech- 
nician called for one of our emergency masks and 
substituted this for the inhalator, continuing to 
give the patient pure oxygen mixed with the 
patient’s own carbon dioxide. The tent was not 
used until after the patient was free of all danger 
of immediate respiratory collapse. 


FR worker's in one of our local factories a 


The patient made an uneventful recovery from 
the cerebral hemorrhage that had overcome him 
and owes his life to the splendid efforts of our 
house physician who had worked over him when 
all hope seemed gone. 


The advantage of not placing the patient in an 
oxygen tent when he arrived at the hospital was 
explained by the technician. The patient being 
treated with an inhalator was getting a mix- 
ture of 93 per cent oxygen and 7 per cent carbon 
dioxide which is added as a stimulant to the res- 
piratory system. Had this been taken away and 
an oxygen tent substituted the patient would have 
received only air until the tent filled and then at 
best only about 65 per cent oxygen. That change 
might have been too much for his badly deranged 
breathing apparatus. This incident offers a strik- 
ing example of the improved service that can be 
given to patients in one department which is too 
often overlooked or neglected in many hospitals 
today. 


The Widening Scope of Oxygen Therapy 


Oxygen therapy represents an increasingly im- 
portant problem to the hospital administrator who 
wishes to make available to the hospital’s physi- 
cians and their patients every possible aid to treat- 
ment and cure of their illnesses. Of late there 
has been a marked increase and enlargement in 
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the scope of oxygen therapy—or inhalation ther- 
apy, as it should more properly be called since 
other gases than oxygen are now used in the 
treatment of various respiratory diseases. The 
medical journals bear witness to this movement in 
the frequency with which articles on the subject 
appear. 


Recently within a period of ten weeks The 
Journal of the American Medical Association 
carried five articles or important references to the 
use of medical gases in the treatment of such 
varied diseases as asthma, surgical shock, ab- 
dominal distention, post-encephalographic head- 
ache, certain forms of migraine, atelectasis, infec- 
tions due to anaerobic organisms, pulmonary 
edema and peritonitis. This is by no means a full 
list; and, of course, it does not mention the pnéu- 
monias and the various heart conditions for which 
oxygen has been most frequently used in the past. 


Equipment 


Every hospital administrator would naturally 
like to have his institution equipped to care for 
patients who may need one of the various forms 
of gas therapy. The larger hospitals may do so 
fairly easily but the smaller hospital can do so 
only at the expenditure of considerable sums of 
money for the purchase of equipment. Such equip- 
ment if it is well made and efficient is costly—and 
in this department poor equipment is not only un- 
economical but dangerous; and it must be had in 
a larger assortment than in the past since for cer- 
tain conditions only special equipment will be 
effective. To have just one of each of the apparatus 
used in an average size hospital would cost well 
over $800 and frequently more than one of each 
would be needed. 





Another factor in making gas therapy expensive 
is that equipment may stand idle for considerable 
periods representing an overhead loss. Since every 
hospital has only limited funds to expend on equip- 
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ment purchases the natural tendency is to use 
such funds for purchase of most frequently needed 
supplies, creating another reason for the shortage 
of equipment in this field of therapy in the ma- 
jority of small hospitals. 


The Services of a Technician Are Necessary 


Even where the necessary apparatus is on hand 
and ready for use the benefits that should accrue 
to the patients may not be achieved if there is no 
one on the hospital’s staff who knows how to 
properly operate it. 


The day is past when gases can be administered 
therapeutically by anyone in the hospital after a 
few minutes instruction. or perhaps with no in- 
struction at all. Today the physician knows so 
much more about the effects of the various medi- 
cal gases used in varying proportions and concen- 
trations that he may prescribe specific amounts 
and percentages of gases and the necessary equip- 
ment and knowledge must be available in the 
hospital to fill his prescription properly. 


The field of inhalation therapy has moved ahead 
so rapidly in the last few years that a fairly con- 
siderable amount of specialized training, study, 
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A positive-pressure machine which is used for administering mixtures of helium and oxygen or pure oxygen. This is one 
of the latest devices in the field of inhalation therapy. 








and experience are needed if the technician is to be 
able to get full value out of modern equipment and 
give the patient under treatment all the benefit 
to be derived from its use. The small hospital 
cannot hire a full time technician for this work 
because there would not be enough of it and the 
more capable employees who could be trained have 
so many other duties that if this one were added 
they could probably not do it justice. A tech- 
nician is the most important key to the problem, 
for if he does his work well he will see that the 
patients get full value for their money, that the 
hospital does not suffer excessive costs through 
inefficient operation and maintenance, that the 
nursing staff is taught how to cooperate in achiev- 
ing these aims. 


It might be said that a hospital ought not to 
administer inhalation therapy if it cannot keep-its 
results at a consistently high level, for nothing 
will create more dissatisfaction among the medical 
staff and a more unfavorable impression in the 
community than to make patients incur considera- 
ble expense for treatments which achieve only 
mediocre results. 


The ideal solution to the problem would be for 
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A standard oxygen tent fitted with a canopy or hood of lightweight, transparent material. It is made of pliofilm attached to 
a light rubberized fabric. This type of canopy minimizes the difficulties of keeping claustrophobic patients in the tent and 
improves the mental attitude of normal patients. 


the hospital to arrange with a technician who 
privately owns a large variety and amount of 
equipment to take charge of the department of 
oxygen or inhalation therapy. He should be thor- 
oughly conversant with all phases of this field of 
therapy and with the latest developments in the 
field, he should act as a source of technical in- 
formation for the medical staff and should be able 
to make suggestions to them as to more efficient 
and economical methods of administration. He 
should be able to instruct student and graduate 
nurses in the subject and if the hospital has a 
school of nursing should be called upon to give a 
course of instruction under the school’s teaching 
staff. He should, of course, be directly responsible 
for the operation and maintenance of equipment 
and administration of treatment. 


One Way to Solve the Technician Problem 
in a Small Hospital 


At first glance this seems an almost Utopian 
solution but we feel that we have solved the prob- 
lem at Greenwich Hospital and the remainder of 
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this article will be a description of how it was 
done and with what results. 


In the winter of 1937-38 the constantly increas- 
ing use of oxygen therapy and an unusually large 
number of cases of respiratory diseases which re- 
quired this treatment brought on a demand for 
equipment and trained personnel which exceeded 
the hospital’s ability to supply them. 


We felt that this situation would be constantly 
recurring and set about finding a solution. An 
analysis showed that a practical solution would be 
the one set forth and we decided that we could 
achieve it only by finding an outside source of 
equipment and trained technicians. In a nearby 
city there is located a commercial oxygen therapy 
service with whom we had had satisfactory rela- 
tions in the past, renting from them additional 
equipment when we needed it. This company 
seemed to be the logical source we were seeking 
and we felt that they would welcome an oppor- 
tunity to cooperate with us. 


We called these people in and stated what we 
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wanted to accomplish. Since they had the per- 
sonnel and equipment that were needed and 
realized the benefits to both sides it was easy to 
reach an agreement. The only difficult phase was 
to set a scale of fees that would be based on the 
individual patient’s ability to pay. The difficulty 
lay in striking a balance between the profits to be 
made on private cases and the losses that would 
be incurred in treating non-paying and part- 
paying patients. We finally set up a provisional 
scale for a trial period, which scale became per- 
manent after a few changes had been made in 
accordance with the figures arrived at over a trial 
period. 


Charges 


While our figures will have little bearing on the 
individual situations in other hospitals, it may be 
interesting to see what the charges are for an 
oxygen tent, since that is the most expensive form 
of treatment and one of the most effective ones. 
The patient occupying a private room pays direct 
to the oxygen company $25.00 per day for each of 
the first three days of use and $22.50 per day 
thereafter; the patient in a semi-private room or 
a paying ward patient pay to the hospital $5.00 
for the first day and $2.50 per day thereafter for 
the use of the tent and technicians’ services and 
$4.00 per cylinder of oxygen used, which the hos- 
pital turns over to the company, the non-paying 
patient gets exactly the same treatment as the 
paying patient but in his case the hospital pays 
the company $5.00 for the first day’s use of the 
tent and cost for the oxygen consumed, there is no 
further charge for the use of the equipment or 
technicians’ services no matter how long the case 
runs. 


In all cases the hospital furnishes the electric 
current and ice used in the operation of the tent. 
The hospital carries the burden in case of non- 
paying patients, but during the period under re- 
view has been relieved of capital investment as 
well as some $600 to $700 a year investment in 
oxygen and tanks. In the majority of cases the 
total cost is the same or less than it was previ- 
ously since we pay less to the company for oxygen 
than we did when we bought it ourselves and we 
have found that less oxygen is used per day when 
the tent is operated under close supervision. In 
the case of nasal oxygen the costs, of course, are 
considerably lower to the patient and to the hos- 
pital. 


At the end of the first year’s operation under 
this plan the cost to the hospital per tent per day 
for service cases was $5.83, a figure which we 
think compares favorably with the cost of operat- 
ing an oxygen tent under any other setup when it 
is recalled that this includes oxygen, investment 
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A rubber face mask which leaves the mouth clear so that 

the patient may talk or eat without interrupting the oxygen 

treatment. An adjusting device allows variation of the 

oxygen percentage given the patient from 100 per cent 

down. With certain modifications it can also be used for 
giving mixtures of helium and oxygen. 


in equipment, maintenance, and technical services. 
It is much lower than the figures we were able to 
achieve when our own staff was responsible for 
oxygen therapy administration. 


Services Supplied 


The company agreed to have in the hospital at 
all times a sufficient supply of equipment and 
oxygen to supply our normal needs and to provide 
more whenever it was needed. It is their responsi- 
bility to see that the proper records are kept as to 
consumption of oxygen and rental charges, and 
that the charges are placed against all but private 
room patients accounts. Since copies of these 
forms are part of the patients’ charts we are able 
to check upon the effectiveness of inhalation 
therapy treatment over any given period by a sim- 
ple analysis of the charts. This has worked out 
so well that we are planning to amplify the chart 
forms to include more medical information for the 
use of the medical staff. 


Courses in techniques of inhalation therapy are 
now given regularly to student nurses in conjunc- 
tion with their regular training and we have found 
that it has fitted them more fully for their work 
after they are graduated and take private duty 
and at the same time has made costs lower while 
they are doing their work as student nurses in the 
wards. 
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While our scale of fees has worked out satis- 
factorily in our case other hospitals may find other 
scales more suitable to their conditions. For in- 
stance, one fixed rate may be set for a certain type 
of therapy such as an oxygen tent which will be 
paid the outside company, while the hospital 
charges more or less than this rate according to 
the patient’s ability to pay and takes the risk that 
the profit and loss will balance. Or this may be 
modified so that the fixed rate is modified for the 
different classes of patients, rather than having 
them pay on the basis of a fixed rental charge plus 
a charge based on amount of oxygen consumed as 
we do. ‘ 


The Private Service Should Be Checked by the 
Medical Staff Before Negotiations 


The hospital administrator who is interested in 
a solution of his inhalation therapy problem as it 
exists today or will certainly arise in the future 
would do well to consider the solution advocated 
in this article. Private oxygen therapy services 
are now fairly widespread and many small hos- 
pitals now have one within reasonable distance of 
their door, or may even help to establish one. 


Of course, before any negotiations are entered 
into with a private service some member of the 
medical staff who is conversant with modern 
trends in this field should be asked to check up 
on the company and ascertain the type of equip- 
ment it offers to use and whether its condition, 
amount, and variety will be sufficient for efficient 
conduct of its work at the hospital, or a trial period 
may be given and the final decision can be dictated 
by the results of this trial. I should like to stress 
again the importance of carrying on operations at 
a consistently high level, since poor treatment can 
be worse than no treatment if it leads to dis- 
appointment and dissatisfaction. 


For this reason, too, it is important that the 
person or persons who are to do the actual work 
at the hospital should be men who, over and above 
a generous amount of training and technical abil- 
ity, have certain qualities of character. They 
should have the ability to instruct without irritat- 
ing members of the staff who may be older and, in 
other fields, wiser than they are. They must have 
the knack of avoiding friction in their relations 
with others. If they are to perform their func- 
tions properly they may often have to urge the 
discontinuance of time-honored but inefficient 
methods. Success in this matter will come only if 
they can command the respect of physicians and 
nurses by their ability and character. 


After this plan has been in effect for a time, 
and both parties have made the necessary adjust- 
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ments and compromises that must always be made 
when something new is being tried, it will be seen 
that certain unexpected advantages have come 
from it. The hospital will be able to support a 
certain amount of experimental work by some 
member of its staff who may be interested in this 
field of therapy or it may give its student nurses 
a complete and elaborate course in inhalation 
therapy technique that will make its training 
school more outstanding. The combined resources 
and volume of work of the hospital and company 
will certainly make it possible to acquire special- 
ized equipment for which neither party alone will 
find sufficient use to justify its purchase. 


At the Greenwich Hospital we have already 
found it possible to add to the standard basic 
equipment a combination infant incubator and 
oxygen bed and an apparatus for giving helium- 
oxygen mixtures with positive pressure. The bed 
is becoming increasingly popular with the pedia- 
trical staff and has been instrumental in saving 
the lives of several premature babies, while the 
helium-oxygen apparatus is very useful in treating 
severe asthmatic attacks. 


Ours is a 115-bed hospital located in a suburban 
town of only forty thousand people yet in this de- 
partment we have a more varied assortment of 
equipment than many a metropolitan hospital. The 
helium-oxygen apparatus, for instance, is the only 
one of its kind in the entire New England area; 
many of the larger hospitals in our country do not 
have an incubator-oxygen bed. We have taken 
pains to inform our townspeople of these facts 
and this has helped abate the tendency to turn to 
the metropolitan hospitals of nearby New York 
for services that can be given them in their home 
community. 


This plan of calling in outside technical special- 
ists to take care of oxygen therapy needs in the 
hospital has been in effect at Greenwich since the 
early spring of 1938. We feel that it has had a long 
enough trial period so that we may judge that 
its benefits are not temporary. For us it has re- 
sulted in lower costs and increased efficiency, for 
the medical staff it has provided another effective 
weapon in their fight against disease and death, 
for the nursing staff it has furnished a source of 
information and instruction in a usually neglected 
field. To the community it has meant a hospital 
still better equipped to serve it and to the com- 
munity’s practicing physicians it has meant the 
existence of a commercial oxygen therapy service 
whose men, methods, and materials are dependable 
and can be called into the patient’s home when 
necessary. 


Note—The author is grateful to Irvin Fitterman, Oxygen 
Therapist at Greenwich Hospital, for the technical advice in 
preparing this article. 
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Diagnostic Clinics—In-Patient and Out-Patient 


FRANK E. WING 


the modern hospital at a decided advantage 

over the private office, as a means for the 
study of unusual and obscure conditions contribu- 
tory to organic and functional disease. This is 
true for the double reason that the well-organ- 
ized hospital not only possesses the variety of 
technical equipment, necessary for the scientific 
study of disease, too expensive for the average 
practitioner, but it is also able to focus upon the 
individual patient the professional skill of a group 
of specialists. 


Te newer advances in medicine have placed 


It is said that the general practitioner can sat- 
isfactorily care for 80 to 90 per cent of his patients 
without the aid of a specialist. On the other hand, 
it is also said that 80 to 90 per cent of all illness, 
exclusive of the more serious neuroses, is either 
self-limited, relatively easily managed, or unre- 
sponsive to treatment. It is this 10 or 20 per cent 
of patients seen in private practice, presenting 
obscure or not well understood symptoms, for 
whom we have particular concern in the presenta- 
tion of this paper. It is for the study of this 
group that the general practitioner is at a disad- 
vantage when, as is so often the case, he neither 
has the professional skill nor the necessary equip- 
ment to make an adequate medical diagnosis in 
his own office, nor access to a hospital in which 
he can direct the necessary studies. He is at a 
still further disadvantage, if he happens to be 
practicing in a community in which there is no 
hospital sufficiently equipped for the purpose. 


When such a situation arises the general prac- 
titioner finds himself in a two-fold dilemma, con- 
fronted by two factors both of which tend to 
dampen his desire for professional help: (a) fear 
that he may be found wrong in his own diagnosis 
and hence fall in the estimation of his patient, 
and (b) fear that he may lose the patient if he 
should refer him to another physician or to a 
hospital. 


Health Clinics 


In recent years there has been a growing ten- 
dency on the part of hospitals to recognize this sit- 
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uation and to take steps to improve it to the ad- 
vantage of the general practitioner by making 
their facilities available to physicians, not mem- 
bers of their staff, for diagnostic or consultation 
services to patients sent in for study, without as- 
suming control of the patient for treatment. 


In 1918 the Boston Dispensary established a 
diagnostic or health clinic to which patients were 
referred by their family doctor, or received with- 
out refer, for general physical examination in- 
cluding in addition to that of the internist, a rou- 
tine examination of eyes, ears, nose, throat and 
teeth, laboratory examination of urine and blood, 
including serology, with consultation by other 
specialists when necessary. This examination is 
open to persons of moderate means, who cannot or 
would not go to a specialist in diagnosis, at the 
nominal fee of $7.50, with extra charge for x-ray 
and special laboratory examinations. No treat- 
ment is given in connection with this examination, 
but when it is completed the internist reviews the 
findings with the patient and advises him to se- 
cure treatment if necessary. If referred by his 
physician a complete report with recommenda- 
tions is sent at the conclusion of the examination. 


Out-Patient Consultation Services 


While the main purpose of the health clinic is 
a periodic check-up with the attendant possibil- 
ities of early diagnosis, we find that many physi- 
cians would continue to treat their patients pri- 
vately with more assurance to themselves and to 
their patients if there were available to them fa- 
cilities for specialized consultations, or diagnostic 
procedures, through which they might corroborate 
a tentative diagnosis already made, or secure diag- 
nostic information which they themselves have not 
the skill or the facilities to supply. To many of 
their patients consultation services of specialists 
in private practice are out of reach because of the 
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high cost. Here lies the opportunity of the hos- 
pital, through its out-patient department, to assist 
the general practitioner by supplying him the in- 
formation which he desires without insisting upon 
the traditional practice requiring him to relinquish 
his patient. To such as in the judgment of the 
family physician are entitled to lower rates than 
charged by specialists in private practice, the Bos- 
ton Dispensary is offering a single department 
consultation service at a charge of $5.00. 


Patients are received by appointment and con- 
sultation service only is furnished; no treatment 
is given. The report, with recommendations, is 
sent to the referring physician. If another special 
consultation is recommended this is also arranged 
upon payment of an additional fee, and only at the 
request or with the approval of the referring 
physician. In this way we are attempting to ren- 
der a service to the family physician without re- 
quiring him to discharge his patient to out-patient 
care. The consultant receives no fee but he in 
turn is in line to benefit should the referring physi- 
cian, after receipt of the recommendations, decide 
to refer the patient to him for treatment in his 
particular specialty. 


The Joseph H. Pratt Diagnostic Hospital 


While specialized out-patient diagnostic pro- 
cedure and consultations are probably adequate 
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The Joseph H, Pratt 
Diagnostic Hospital 
Boston, Massachusetts 


for many patients whose general symptoms are 
sufficiently well understood, there remains a more 
important and perhaps larger group who can be 
thoroughly studied only over a period of three or 
four days while in bed and under professional ob- 
servation and control. It was to meet this situa- 
tion and to serve as a focal point in a broad pro- 
gram for the better distribution of medical care 
throughout New England that the idea of a diag- 
nostic hospital at the Boston Dispensary was con- 
ceived. The Joseph H. Pratt Diagnostic Hospital 
is an example of the farsighted humanitarianism 
of William Bingham, II, who, through the Bing- 
ham Associates Fund, of which Dr. George B. 
Farnsworth is President, has established the hos- 
pital. Its program, begun by Dr. Joseph H. Pratt, 
for whom the hospital is named, and further de- 
veloped and extended by Dr. Samuel H. Proger, 
medical director, is three-fold: diagnostic aid, hos- 
pital extension services, and postgraduate educa- 
tion. It is in elaboration of the manner in which 
the hospital functions to offer diagnostic aid that 
the balance of this paper is devoted. 


At this point it should be said that the growth 
of the idea has been going on for twelve years. 
Its inception dates back to 1926 when Dr. Pratt 
and his associates in the medical clinic of the Dis- 
pensary, which had no in-patient service, felt 
keenly the need of a few beds in which to hos- 
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pitalize their difficult cases in order to facilitate 
the establishment of diagnosis. In response to 
this need, the Board of Managers placed a small 
ward of six beds at the disposal of the medical 
clinic for the short-time study of cases. The use- 
fulness of these beds for case study was at once 
demonstrated with the result that when the New 
England Medical Center building was constructed 
in 1930 for the common use of the Boston Dispen- 
sary, the Boston Floating Hospital, and the Tufts 
College Medical School, the Bingham Associates 
Fund furnished and equipped, on one of the floors, 
a 20-bed Diagnostic Hospital with male and female 
wards and private rooms, placing the hospital at 
the disposal of the medical department for the 
study of patients referred by the clinic and the 
district service, and for private patients referred 
by members of the Dispensary staff. Shortly 
thereafter, this privilege was extended to non-staff 
members, who were graduates of Tufts Medical 
School and later to practicing physicians through- 
out Massachusetts, Maine, and the rest of New 
England. At the same time the Bingham Asso- 
ciates program of graduate education and hospital 
extension, to which reference has already been 
made, was initiated by Dr. Pratt. 


By the end of 1936 the demands on the Diag- 
nostic Hospital were greater than could be sup- 
plied by 20 beds. The manner of offering the serv- 
ice on a small scale had proved its efficiency and 
served as a forerunner of the enlarged and inde- 
pendent plant which we have today. 


The Joseph H. Pratt Diagnostic Hospital is pre- 
pared to offer facilities to physicians of New Eng- 
land for the special study of diagnostic problems. 
No patient is admitted unless he is sent by a physi- 
cian to whose care the patient is discharged. The 
referring physician maintains complete control 
over the disposal of the patient at all times. The 
Diagnostic Hospital is unique in that it does not 
receive referred patients for treatment, and is, 
therefore, not in competition with any general 
hospital. 


Purpose of the Pratt Hospital 


The policies of the Diagnostic Hospital are 
designed to make it possible for physicians to ob- 
tain for their patients the fullest benefit that can 
be made available in a medical center like Boston, 
without in any way interfering with the referred 
patients’ physician-patient relationship. For this 
reason all correspondence is entirely with the 
physician and subsequent admission can be ar- 
ranged only through him. A complete report of 
findings, with diagnosis and recommendations, is 
sent to the referring physician and as little in- 
formation as possible is divulged to the patient. 
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The patient can never become privately attached 
to the institution. 


Description of Building 


The building, 145 feet by 50 feet, constructed 
and equipped at a cost, including land, of approxi- 
mately $700,000.00, comprises six stories and base- 
ment. In addition to the usual service and utility 
facilities, the building contains on the ground 
floor a lecture hall for clinical conferences and 
demonstrations. On the first floor are reception 
halls, administrative offices, medical library, con- 
ference rooms, and a suite of private offices for 
six full time members of the permanent senior 
staff. The second floor contains complete diag- 
nostic x-ray facilities; laboratories for routine 
work, allergy, bacteriology, chemistry, pathology 
and research; metabolism and _ electrocardio- 
graphic laboratories, together with a minor oper- 
ating suite completely equipped for all technical 
diagnostic procedures such as biopsies, endo- 
scopies, etc. The third floor is unfinished and re- 
served for the use of the Tufts College Medical 
School with which the Diagnostic Hospital is af- 
filiated in the New England Medical Center. On 
the fourth floor are 29 beds for ward and semi- 
private patients, arranged two, three, four and 
five beds to the room. Beds are separated by 
metal partitions or curtains on the cubicle plan. 
The fifth floor contains 20 beds for private and 
semi-private patients, both single and two beds 
to the room. The sixth floor is sumptuously 
equipped with fourteen private rooms, each with 
a private toilet and bath. 


The building is connected by tunnel with the 
Boston Dispensary, the Boston Floating Hospital, 
and the central service facilities of the New Eng- 
land Medical Center. 


The Importance of the Well-Trained 
Diagnostician 


Unquestionably, the most important diagnostic 
aid is a well-trained diagnostician. This, an in- 
stitution especially devoted to diagnostic work is 
best able to supply. The Joseph H. Pratt Diag- 
nostic Hospital has a large and especially trained 
personnel, headed by a chief and associate chief 
of staff, medical director, and two senior residents, 
all salaried and full time men; four junior resi- 
dents, picked for outstanding ability, with at least 
two years’ internship in the leading medical serv- 
ices of the country, together with a consulting 
staff consisting of the chiefs of the departments 
of the Boston Dispensary, heads of the teaching 
departments at Tufts Medical School, and, in ad- 
dition, leading physicians connected with other 
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institutions and of outstanding reputation in their 
special fields. 


The Diagnostic Hospital is also equipped with 
a technical personnel competent to handle with 
skill all problems in x-ray diagnosis, metabolism, 
electrocardiography, as well as all specialized 
chemical, pathological and bacteriological labora- 
tory technique. 


The Admission Arrangements 


Arrangements for admission must be made in 
advance and patients are only admitted at the 
request of their private physician. Thanks to 
the generosity of the donor, which makes a lim- 
ited amount of free work possible, room, board, 
and nursing care are arranged in accommodations 
ranging from ward beds at $3.50 to private rooms 
at $12.00 per day. In addition to the charge for 
room, board, and nursing care, a flat charge of 
$5.00 is made for the routine laboratory examina- 
tions for ward patients, $7.50 for semi-private 
patients, and $10.00 for patients in private rooms. 
Other laboratory studies, together with x-rays, 
basal metabolisms, electrocardiograms and biop- 
sies are charged extra. The patient pays no pro- 
fessional fee to any member of the staff or his 
physician. A diagnostic service fee of $5.00, 
$10.00, or $15.00, is paid direct to the hospital, in 
lieu of a professional fee, and includes payment 
for a written report containing summarized work- 
up of the case, diagnosis, and recommendations. 
Consultation fees of $5.00 to $10.00 are charged 
to patients in private or semi-private rooms when 
the services of specialists are required. 


Time Required of a Complete Diagnostic Work-up 


The time required for a complete diagnostic 
work-up of the average case is three to five days. 
On admission, patients are assigned in rotation to 
the junior residents, who are responsible for tak- 
ing the case histories and the starting of all indi- 
cated laboratory procedures. Studies of male 
patients are supervised by one, and of female 
patients by the other, of two senior residents. His- 
tory and progress notes are dictated to the edi- 
phone, and these together with laboratory and 
x-ray reports are transcribed by medical stenogra- 
phers in the record room. Ward rounds, with the 
chiefs of service, are held daily and consultations 
are ordered wherever necessary. Findings are 
summarized by the medical director in conjunction 
with the two senior residents, and the report with 
the medical recommendations goes out to the re- 
ferring physician over the name of the medical 
director. If the patient raises questions, as fre- 
quently happens, he is informed that his own 
physician will receive all the information and rec- 
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ommendations that the Diagnostic Hospital has 
to offer, and is told that all questions must be re- 
ferred to this physician. 


If the Diagnostic Hospital diagnosis and recom- 
mendations differ from those already given the 
patient by the referring physician, the latter is 
free to explain the difference as he sees fit. Es- 
sentially, the desire is to eliminate any possible 
factor which may influence a physician to wait 
until it is too late for a consultation, where he 
might otherwise have sought aid earlier. The 
responsibility for putting to good use the infor- 
mation which the Diagnostic Hospital provides, 
falls upon the physician. The application of such 
information, which involves close supervision and 
prolonged care, must be made as free from dif- 
ficulties as possible, if the patient is to receive the 
maximum benefit. It is the purpose of the Diag- 
nostic Hospital to help the patient through his 
physician, and to improve the practice of medicine 
in small communities by offering help to their 
physicians. 


Diagnostic Services Expensive 


It is obvious that diagnostic services of the type 
herein described are expensive. While very little 
bedside care is necessary, the technical procedures 
used on nearly every patient, require a high stand- 
ard of nursing care, and the frequency with which 
they are repeated calls for a quota of graduate 
nurses relatively as large as in a general hospital. 
The rapid turnover of patients calls for a large 
amount and variety of laboratory work without 
the lull that follows the normal post-operative re- 
covery of the surgical, or the convalescence of the 
medical, case. 


The program of postgraduate education as well 
as the maintenance of a suite of private 
offices for members of the full time senior 
staff, to which brief reference has already been 
made, also entails additional expense. It is too 
early to predict what will be the per diem operat- 
ing cost, as the hospital is still going through the 
adjustments which every new hospital experiences 
during the first year or two of its operation. It 
has been necessary to maintain a somewhat flex- 
ible personnel and at the same time be prepared 
to meet the requirements of a fluctuating clientele 
until a stability of population can be established. 


Six Months’ Experience 


The present capacity of the Diagnostic Hospital 
is 63 beds. The hospital opened on the fifteenth 
of last January with 15 patients and gradually 
increased in number to about 35 patients during 
June and July. There were 726 admissions dur- 
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ing the first six months of 1939. These were about 
evenly divided as to sex, there being 330 male, 
and 396 female patients; 321 or nearly half of the 
entire group were between the ages of 41 and 60, 
with 254 between 21 and 40 years; leaving only 
48 under 21, and 103 over 60 years of age. By 
residence, 69 patierits came from Boston proper, 
302 from the metropolitan area outside of Boston, 
209 from other parts of Massachusetts, 65 from 
Maine, 41 from New Hampshire, 10 from Con- 
necticut, 8 from Rhode Island and 22 from other 
parts of the country. 


The fact that so few came from Boston, indi- 
cates already that the Diagnostic Hospital is 
reaching people in the areas for which it was in- 
tended. From the total number received 298 or 
44 per cent were referred by doctors who were 
not members of the Boston Dispensary staff; 247 
or 34 per cent were referred by members of the 
Dispensary out-patient staff, which numbers some 
200 physicians and surgeons. At present, until 
excluded by demand for purely diagnostic cases, 
two exceptions are made to the policy of admission 
for diagnosis only: 


Private patients of the full time hospital 
staff. 


A limited number of patients for special 
procedures, treatment or research referred 
by clinics or by staff doctors. 


In this group are the remaining 181 cases, includ- 
ing 92 patients sent in by the skin clinic specific- 
ally for lumbar puncture without any other 
work-up. 


The outside cases were always discharged back 
to their doctors for treatment, except in an acute 
disease which required immediate service. The 


ANALYSIS OF THE FINDINGS IN SOME OF 
THE LARGER GROUPS 
In 89 


In 298 In 247 patients 
patients patients referred 
referred referred by Boston 

by outside by staff Dispensary 


Diagnoses doctors doctors Clinics Total 
Arthritis of different types. 22 qa 3 36 
Anemias of different types. 38 21 8 67 
Arteriosclerosis—General .. 15 4 1 20 
Bronchial Asthma ........ 9 4 4 17 
Cholelithiasis and Cholecys- 

QUES 265: steretalacm te aceiarsradie ois 12 4 sa 16 
Colitis, ulcerative .......... a 2 ae 9 
Diabetes Mellitus ......... 11 9 4 24 
Hypertensive, Cardio-vascu- 

HEE CIRCAAO. or cee sieiso sieve 25 13 5 43 
Malignant Tumors (Carci- 

MOMAR OUR cccig dais escleas 7 2 4 13 
QI IOUE diate. crore xe oi ei vi oralare's; oie 24 23 9 56 
122) a 0) (2) ea 9 a 2 18 
PSYCHONCHPOSIS: ... 66500 ese 87 29 2 118 
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A Private Room in the Joseph H. Pratt Diagnostic Hospital 


group sent in by the staff doctors comprised two 
types: one, those in whom the diagnosis had al- 
ready been established and who came in for treat- 
ment, and two, patients sent in for diagnostic 
studies, which were carried out in the same man- 
ner as for the group referred by outside doctors. 


Analysis of the findings reveals a grand total 
of 1,085 major diagnoses, giving an average of 
about two per patient. Included in the total were 
299 different diagnoses. 


Comment should perhaps be made regarding 
the large number of times the diagnosis of psy- 
choneurosis was made. According to the member 
of the house staff who analyzed the cases, this was 
at times a secondary diagnosis, but in no case 
was it made without some evidence of some emo- 
tional factor. In other words, it was not merely 
a diagnosis by exclusion. These cases frequently 
required as many x-ray examinations and labora- 
tory procedures as did the group showing organic 
conditions, because the referring physician wished 
to have the negative findings to aid him in his 
psychotherapy. 


There was also a small number of cases which 
required surgery. These were either referred back 
to the local doctor or in fourteen instances trans- 
ferred to another Boston hospital at his request. 
As a rule, the referring doctor was very glad to 
have this done, because services for surgery were 
so limited in the smaller towns and cities from 
which the patient came. 


We believe that our experience in the operation 
of diagnostic clinics and a diagnostic hospital, as 
described above, has demonstrated the value of 
this particular service which the medical institu- 
tion can render the physician who wants to make 
use of every available resource in prescribing for 
his patient, if he can be assured that he does not 
lose control of the patient in the process. 
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American College of Surgeons Announces 
1940 Sectional Meetings 


lege of Surgeons will be held in New Ox- 

leans, January 17, 18, and 19; in Los Ange- 
les, January 29, 30, and 31; and in Detroit, April 
3, 4 and 5. A Hospital Conference will be held 
in connection with each of the meetings, in which 
_ will be included a series of talks, conferences, and 
demonstrations lasting throughout the three days. 


G eee of 50 meetings of the American Col- 


Twelve states are included in the New Orleans 
meeting: Louisiana, Mississippi, Alabama, Geor- 
gia, Florida, Tennessee, Kentucky, Missouri, Ar- 
kansas, Texas, Kansas, and Oklahoma. Eight 
states are included in the Los Angeles meeting: 
California, Arizona, New Mexico, Utah, Nevada, 
Colorado, Oregon, and Washington. Five states, 
Michigan, Indiana, Illinois, Wisconsin, and Ohio, 
and the Province of Ontario are included in 
the Detroit meeting. Headquarters in New Or- 
leans will be at The Roosevelt Hotel; in Los An- 
geles at the Biltmore; and in Detroit at the Hotel 
Statler. 


The first session of the Hospital Conference 
program will be devoted to a panel discussion of 
the problems of the small hospital. Among the 
main aspects to be considered will be personnel, 
financing, medical staff, medical records, and 
nursing. Another panel discussion will be held 
on special services and problems of the hospital, 
and will include consideration of preparedness for 
emergencies; preparation, control, and technique 
in handling parenteral solutions; control of post- 
operative infections; group hospitalization on a 
state-wide basis; and proper clinical organization 
of the medical staff, with a list of additional prob- 
lems to be discussed as time permits. 


One session will be devoted to a conference on 
graduate training for surgery, and will include a 
report of a special survey of 400 hospitals by 
the American College of Surgeons for graduate 
training in general surgery and the surgical spe- 
cialties. Another session will be devoted to a con- 
ference on care of the obstetrical patient, with 
the major headings of prenatal care, admission of 
patient, the patient in labor, postpartum care, care 
of the newborn, and investigation and analysis of 
end-results. 


In a general session, newer trends in profes- 
sional services of the hospital, such as cancer 
clinic, fracture service, and standards for the 
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care of obstetrical patients in the general hospi- 
tal, will be discussed, in addition to such subjects 
as cooperation between the medical staff and man- 
agement, the effect on the hospital of the trend 
toward medical and surgical specialization, med- 
ical records, nursing service of the future, and 
hospital standardization. 


Hospital executives may submit for presenta- 
tion and discussion at a round-table conference, 
hospital problems which are of special concern to 
them. Also planned is a consultation round-table 
conference which will afford opportunity for pres- 
entation of problems for discussion and possible 
solution, with an authority in each field of hospi- 
tal work to discuss the problem submitted. Ques- 
tions or problems may be sent to the American 
College of Surgeons, Chicago, prior to the meet- 
ing, or they may be presented at the session, ver- 
bally or in writing. 


There will be a showing of medical motion pic- 
tures of interest to hospital personnel, and many 
of the educational and scientific exhibits will also 
be of special interest to them. In New Orleans a 
study tour of the new $13,000,000 Charity Hos- 
pital is planned. In the other cities opportunity 
will also be afforded for visits to hospitals. The 
concluding session of all three meetings will be a 
meeting on Conservation of Health, which will be 
open to the public. 


Outstanding leaders in the hospital field will 
address the sessions of the Hospital Conference 
and will conduct the panel discussions and round- 
table conferences. An inspiring meeting is prom- 
ised to the hospital personnel throughout each 
section, who are cordially invited to attend. 


Hospital people in their respective districts 
should attend the Sectional Hospital Standardiza- 
tion Conferences of the American College of Sur- 
geons. These conference programs constitute re- 
fresher courses for hospital personnel and the 
benefits received by those who attend are reflected 
in the institutions which they represent. 


Programs for each of the Sectional Confer- 
ences can be secured well in advance of the date 
by writing to Dr. Malcolm T. MacKachern, Asso- 
ciate Director of the American Surgeons, 40 East 
Erie Street, Chicago, Illinois. 
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Some Aspects of Medical Economics 


F. V. ALTVATER 


a dissatisfaction with the present organiza- 

tion of medical care and its attendant results 
for the people in the United States. Those who 
object’ maintain that there is an inadequacy and 
lack of order, both in function and in perform- 
ance. The second and most politically powerful 
objection is that it is too costly, or that the total 
cost is achieved in entirely too haphazard a man- 
ner—no man counts the repeated assertion that 
doctors as a group are not particularly well paid? 
as a justification for the fact that Dr. X is a 
money grabber whom he believes overcharged 
him. And the professional sympathy monger, 
the superficial sociologist, and the political dema- 
gogue are often put to no pains to find material 
for their agitations. 


Te: main body of unorganized opinion voices 


“A young man walked into my office not 
long ago. It was apparent to me the moment 
he walked in the door that he was highly in- 
dignant about something. He walked over 
to my desk and laid down upon it what I 
found to be a statement which had been sent 
to him by a physician. This young man 
said, ‘I have come here to find out what the 
American Medical Association is going to do 
about this.’ I picked up the statement, looked 
at it, and found it was a doctor’s bill for 
$259 for an operation for appendicitis and 
for three calls that had been made before the 
operation. The young man said, ‘I make 
exactly $80 a month, I have a wife and three 
children and my mother to take care of. I 
have struggled to keep off “relief.” I went 
to this doctor when my child became ill and 


See American Medicine; Expert Testimony Out of Court, The 
American Foundation, New York, N. Y., 1937, 2 Vols., for an 
interesting if somewh: at editorially biased compendium of pro- 
fessional opinions. 

“An average net of about $5,000 per year, and median average 
of about $3,600. Nearly one physician in four in private prac- 
tice, however, had a net income in excess of $7,000 per year. 
The Doctor’s Bill, Hugh Cabot, Columbia University Press, 
N. Y.,. £986,. yp. 119. Practically all the figures used by various 


writers neglect. the fact that there are perhaps 4 of all the °- 


licensed physicians in the U. S. in no position to earn their 
money from medical care. Hence the above figures, along with 
various others, should be increased by %. Also note that if 
the same method of figuring average income is used for the 
Whole population of the United States including physicians, of 
course, the average income per individual lies somewhere around 
$540 per vear and $1,835 per family. 

3 “Medical Problems of Today and the Future,’ Olin West, 
Illinois Medical Journal, October, 1935, p. 324. 
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told him my financial condition, showed him 
my bank account, told him what I had and 
asked him to please tell me what he was 
going to charge me, and told him that I 
couldn’t pay at once and would have to take 
a long time to pay it.’ The doctor told him 
not to worry, it would be ‘all right.’ Two 
or three days after he operated, he sent the 
young man a bill for $259, charging three 
dollars for each of the calls made before the 
operation, and wrote on the bottom, ‘This bill 
is past due. Call and make immediate ar- 
rangements for payment.’ 


“T hesitate to talk about these things even 
in a group like this, but I am convinced, after 
thinking it over for some time, that the day 
has arrived when we must talk about them. 
I know from what men in high positions say 
to me that they feel the actions of men like © 
the one to whom I referred and the men in 
the profession who are guilty of other repre- 
hensible actions represent the attitude of the 
entire medical profession. Within a week, I 
had a gentleman of high rank in public af- 
fairs tell me of an instance similar to that 
which I have just recited to you. He said, 
in so many words, that that one instance had 
convinced him the medical profession today 
is without any humaneness, that its idealism 
had been lost, that it had no concern other 
than what it would get out of the public. It 
gave me pause when an intelligent citizen, 
whose name is widely known, told me that he 
considered this one incident that came under 
his observation as a true reflection of the at- 
titude of the entire medical profession.” 


Since it is quite impossible to consider even 


briefly all of the ramifications of these objections, 
the concern of the following observations will be 
confined to certain aspects of the cost of adequate 








61 





medical care and to those who can afford to pay 
for it. 


Total Cost for Medical Care Fluctuates 


We know from frequent repetition that the 
total cost for medical care fluctuates between 3 
and 4 billion dollars at the same time as the esti- 
mated national income varies from 40 to 82.7 bil- 
lions.t This expenditure is made up as follows: 
Private practice (30 per cent), hospitals (2314 
per cent), drugs (mostly proprietaries, 18 per 
cent), dentists (12 per cent), private duty nurses 
(514 per cent), public health (314 per cent), cult- 
ists (314 per cent), and miscellaneous (4 per 
cent).° This sum of money, which represents 414 
to 8 per cent of the national income, is the cost of 
the system of present day medical care which, if 
the public demand is met, must be increased in 
quantity and likewise reduced in cost. 


Adequate Medical Care 


What is this thing called “adequate medical 
care,” and under our present system do even those 
whose incomes are large receive it?, Anyone with 
a brain cell in operation must recognize that, how- 
ever much we cloak a given set of “adequate 
standards” with the mantle of authority, they 





4Survey of Current Business, United States Department of 
Commerce, Bureau of Foreign and Domestic Commerce, Wash- 
ington, D. C., June, 1939, V. 19, No. 6, pp. 10ff. 

5Medical Care for the American People, University of Chicago 
Press, Chicago, Illinois, 1932, pp. 14-15. 


still represent the judgment of a man or several 
men—it is impossible to measure, and by this cri- 
terion impossible to standardize. Too often critics 
and writers count one visit to a patient by a doc- 
tor, or one day in bed in a hospital, or one opera- 
tion as a unit of measurement, and much of the 
public’s confused thinking is the result. Never- 
theless, as a woodsman observes the moss on a 
number of variously located trees for his direc- 
tions, we may well employ the same technique. 
One of the publications’ of the Committee on the 
Cost of Medical Care publishes the table, The Med- 
ical Services Needed and Received, shown at the 
bottom of this page. 


Interesting Facts Found in the Study of the 
Table 


Some of the interesting facts apparent from a 
study of this table on Medical Services Needed 
and Received are: 


1 That medical and dental practitioners should 
concern themselves with methods for extending 
more and more care than is given as the patient’s 
income level drops. 


2 Hospitalization for surgery is almost ade- 
quate for all income levels, and if the figures are 
accepted at their face value we must conclude that 





6The Fundamentals of Good Medical Care, Roger J. Lee, 
Lewis Webster Jones, etc., University of Chicago Press, Chicago, 
Illinois, 1932; summary in Medical Care for the American Peo- 
ple, op. cit., p. 8-9. 


THE MEDICAL SERVICES NEEDED AND RECEIVED 





Unit of Service 


Services in Families with Specified Income 
Under $1,200 to $2,000 to $3,000 to $5,000 to $10,000 Supply Good 
$2,000 $3,000 $5,000 $10,000 and Over Medical Care 


Services 
Needed to 





Number per 1,000 Individuals 








2,045.9 2,296.7 2,741.4 3,621.4 4,734.4 5,649.5 


52.4 59.4 63.1 79.3 98.0 107.0¢ 


666.7 757.4 604.2 840.3 1,200.8 1,384.7 
184.6 247.5 309.4 446.0 622.0 1,000.0 


68.0 69.1 82.2 121.7 234.0 941.9 
49.2 50.9 59.6 84.3 120.2 185.3 
24.6 39.6 53.8 89.6 159.7 175.0 


139.1 230.4 231.1 459.0 569.2 





$1,200 
Home, office and clinic calls (physicians)? ...... 1,931.9 
PAST EREIT SEBO? 5.5 0 ss Wie oso oe steve eietels oretsinss 59.4 
DDAVR OL TIORDIGOICATE® 5 oie sisieseeiis ono oeee eeu « 927.9 
Dental care (persons over 3 years of age)....... 117.9 
PIGRIGMPORAMINW TIONS? 0.6 6is bis o0 ein cen ies are ievoesierse 83.2 
SRPIIMEROLIONE? fe 605 cass oe ssise ase eS Gow eeaeenles 68.5 
POOEEAOONS OE IBERES 6%. 6.55)05555.5.4 5 ae Sotelo cs 24.5 
Home and office calls (Secondary practitioners 
AUN CRABB) 55.0 cae s nweis'o 6 wisle o 6 Sime eu bes 154.6 
BEORD BURCH CRG RS? 4.5.5 36:5)05s Siolos-a akin te sees 74.0 
Surgical cases hospitalized .....:..6 6.06 66k asec ewes 44,2 
CBBGH PURER SAPON 5a s oss ss oie adios hun enw res 23.8 
Cases having laboratory service................ 51.7 
Prenatal or post-natal calls! o.oo. 660s cca de 6,939.0 
Hospitalized cases having special nursing’ ...... 67.0 


“For illness only. Excludes calls for preventive service. 


>One day or longer in all hospitals. 


Number per 1,000 Illnesses 





65.1 71.6 71.6 80.1 88.2 121.2 
42.0 49.6 48.1 58.6 62.6 51.3 
25.2 27.0 31.0 48.5 75.4 186.4 
61.6 68.8 82.8 120.3 132.3 581.7 


7,230.0 9,551.0 11,386.0 12,382.0 13,000.0 19,360.09 
125.0 164.0 251.0 379.0 685.0 578.0¢ 


‘Excludes care in tuberculosis sanatoria and mental hospitals. 


“Includes well-baby care. 


¢Includes service whether or not accompanied by illness. 


fRates per 1,000 maternity cases. Excludes calls in hospital. 


9All calls, including those in hospital. 


*Rates per 1,000 hospitalized cases in all hospitals. Restricted to cases involving 1 day or more of hospital care. 
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there exists some degree of unnecessary treat- 
ment among the wealthier patients. 


3 Aside from surgical illnesses, the old saw 
which goes, “Only the very poor and the very 
rich can afford to be sick,” applies with peculiar 
truth. The main concern in this instance must 
be for those families whose income is above $1,200 
but less than $5,000.7 


4 Preventive medicine—within which are in- 
cluded health examinations, immunizations, re- 
fractions and glasses, and prenatal and postnatal 
calls (although the inclusion of these last is a 
loose classification) —becomes progressively defi- 
cient as the income level falls. 


5 Diagnostic aids, such as laboratory service 
and x-ray, are the most deficient of all in spite of 
the fact that recently the professional men ren- 
dering these services are making determined ef- 
forts to raise their professional liberties and in- 
comes. 


6 Special nursing is adjudged inadequate for 
all income classes below $10,000 per year net, but 
more than necessary above this figure. In con- 
sidering the relative difficulty for the patient to 
pay for this service, we might assume that the 
unit standards could be lowered if more extensive 
external nursing services were developed by public 
health organizations, welfare agencies, or even 
hospitals. Hospitals, by giving more general duty 
nursing service to their patients, can lower the 
net cost to the patient, since the present hospital 
rate plus something more will be smaller than 
the hospital rate plus the full rate of a private 
duty nurse. 


7 It is also worth remarking that the optimum 
figure of 1.3847 days of hospital care per individ- 
ual per year seems too low.‘ 


Another direction sign, which refers particu- 
larly to the hospital’s portion of the whole struc- 
ture of medical care, is the fact that there is a 
rapidly increasing trend towards the usage of 
hospitals per unit of population in the country at 
large and in parts of the south in particular. In 
other words, hospital usage is increasing faster 
than population. In seven years hospital bed use 
has increased 2214 per cent faster than population 
increase. It is still increasing, and no one knows 
where it will end. It may be safe to assume that 
the practice of medicine in a hospital (as opposed 
to its practice in homes and office), with the newer 


THospital care insurance organizations seem ideal in their 
ability to answer these particular needs. In fact, a little thought 
will give the lie to those who would limit hospital insurance to 
low-cost ward plans alone (i.e., Those accommodations usually 
designed for persons whose incomes are less than $1,200). The 
need for “fixed prepayment plans” seems to extend as high as 
the $5,000 income family. 

8Security Against Sickness, I. S. Falk, Doubleday Doran and 
Company, Inc., Garden City, N. Y., 1936, p. 251. Cf. Danish fig- 
ures of 1.7 days per male and 2.5 per female. 
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methods of laboratory, x-ray and equipmental di- 
agnosis, and the doctors’ increased efficiency with 
its attendant higher earnings, has aided this in- 
crease in hospital bed usage. The decreasing 
fear of hospitals by the public is also responsible 
for this expansion. If these factors cannot fully 
explain it, then the fourth and fifth factors, those 
of latent need and of a better satisfaction of that 
need by hospitals, are at work. 


Who Can Afford to Pay for Adequate 
Medical Care 


Collins, in reviewing ably the various sources 
of relevant morbidity and mortality data available 
to 1927, sets forth the following conclusions: (1) 
that there is more sickness and death among the 
poor than among the wealthy, and that (2) al- 
most all of the major causes of death, including 
tuberculosis, bronchitis, and pneumonia, vary di- 
rectly with the relative poverty of an individual; 
(3) accidents and their attendant deaths increase 
with poverty and these may have the largest ef- 
fect upon the death and disability rates of the 
whole group; (4) that the incidence of only a few 
diseases, notably gout, diabetes and cirrhosis of 
the liver, increase with wealth; and (5) that in- 
fant illness and infant mortality in those over one 
month in age decrease as income rises; although 
infant mortality in rural areas is less than 
amongst urbanites of roughly the same income 
level. While these findings do not indicate that 





*Economic Status and Health, Selwyn DeWitt Collins, Public 
Health Bulletin, V. 165, U. S. Government Printing Office, Wash- 
ington, D. C., 1927. 
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poverty necessarily brings inadequacy of medical 
care, it seems conclusive that poverty provokes 
the need for adequate care. 


Who then can afford to pay for adequate med- 
ical care? 


If we adopt the Christian precept that the value 
of an individual human life is infinite, and if we 
assume that money to be earned in the future life- 
time of the patient, or his relatives, friends, or 
government can be used as the principal criteria, 
then we might simply solve the problem. 


This viewpoint, however, requires that cig- 
arettes, candy, cosmetics, all amusements, all 
travel, all entertainment, social intercourse—in 
fact, all human wants short of food and shelter— 
must and will be sacrificed, if necessary, for the 
maintenance of life and the best available state of 
health. Hard fact and common sense tell us that 
only a few, if any, of these things will be foregone 
by the individual, his relatives, or his govern- 
ment; physicians and hospitals have never ex- 
pected nor demanded this much. If we will think 
a moment, we will realize that this praiseworthy 
practice of not insisting on full payment has for 
generations built and reinforced an iron ring of 
circumstance with which medicine is now faced. 
The long range public education to the values of 
the various codes of medical ethics and economic 
practice has been a small force indeed to offset 
the growing consequences of the insistance of 
those who control, direct, and practice medical 
care that they shall remain undisturbed in their 
various roles of individualist, minor capitalist, 
philanthropist, and variable tax gatherer. 


A pregnant approach lies not in seeking those 
who can conceivably afford adequate medical care, 
but in finding those who can pay for it, now, or 
within a maximum time of one year. Recent sur- 
veys’® supply the data found in the table, Family 
Expenditures. 


FAMILY EXPENDITURES 


Deficit Owed 
Family Average Creditors at 
Income Bracket Income Spent End of Year 
$500 to 750 $ 621 $ 830 $209 deficit 
750 to 1,000 888 1,015 127 deficit 
1,000 to 1,250 1,090 1,165 75 deficit 
1,250 to 1,500 1,314 1,353 39 deficit 
1,500 to 1,750 1,589 1,605 16 deficit 
1,750 to 2,000 1,833 1,799 34 surplus 
2,000 to 2,250 2,063 1,986 77 surplus 
2,250 to 2,500 2,311 2,222 89 surplus 


It would be superficial not to remark the fact 





’Family Expenditure in Chicago, 1935-36, United States De- 
partment of Labor, Bureau of Labor Statistics, 1939, Bulletin 
642, V. II, p. 12. Cf. also Money Disbursements of Wage Earners 
and Clerical Workers in the North Atlantic Region, 1934-36, 
Faith M. Baldwin and Alice C. Hanson, United States Depart- 
eS of Labor, Bureau of Labor Statistics, 1939, Bulletin 637, 
’. I. p. 30. 
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that medical care expenditures were a part of the 
above totals, but if we admit the point that such 
care is now received by families earning less than 
$5,000 is insufficient, then the figures may be used 
to gauge ability to pay for more care. The chart 
shown on page 65 represents a rough estimate of 
the additional care needed and its average incre- 
ment of cost to the individual. 


Savings Through Organization of Medical 
Functions 


Eight billions of dollars for adequate medical 
care in 1940! A sum exceeded in the national in- 
come only by the major divisions of manufactur- 
ing, trade (distribution), and government. Now 
we are getting at the meat of this whole affair, 
and if we will remember our introduction, two of 
the major points were inadequacy and costliness. 
Under our present systems of medical care the 
two appear incompatible. To this “stymie,” which 
is reached in dealing with averages alone, we must 
add the tremendously complicated factor of which 
individuals will and can pay. Assuming that ade- 
quate attention requires the additional family ex- 
penditure of about $90 per year, we must conclude 
that only those families earning more than $2,000 
can afford this sum—this certainly is the sum 
which is an irreducible minimum, and 50 per cent 
of all family incomes are less than $2,000 an- 
nually."! 


Much of the thought which recommends gov- 
ernment medicine or voluntary socialized medi- 
cine or a combination of the two proclaims the 
savings to be effected through proper organiza- 
tion of medical functions. Such examples as that 
of the Homestake Mining Company, which in 1930 
presumably purchased $175,400 worth of medical 
care for $71,000, ?* are cited. If this is true, the 
“total adequate cost” contained in our table can 
be reduced and the impasse disappears. 


Cost of Distribution 


Unfortunately, the matter is not so simple and 
our friends, “the wishers,” will have to explain 
how the cost of any distributive system can be 
eliminated, whether it be for groceries, automo- 
biles, cash registers or medical care. To illus- 
trate what is meant by cost of distribution, let 
me give an example: In 1938 the Atlantic Refin- 
ing Company earned $4,310,000 on an invested 
capital of $188,523,000, or 214 per cent, which is 
certainly not excessive. During this year it paid 
between 4 cents and 5 cents per gallon for gaso- 





Medical Care for the American People, op. cit., p. 16. See 
also Van Elten, “Abuses of Medical Charity,” The Medical Pro- 
fession and the Public, The American Academy of Political and 
Social Science, Philadelphia, Pa., 1934, p. 17, but note that study 
was conducted during depressal economy of the Spring of 1933 
when the national income was approximately 41 billion dollars. 


12Medical Care for the American People, op. cit., p. 77. 
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line at the refinery and sold it wholesale for 12 
cents or better and retail at 1314 cents or better. 
Now if the spread between these figures could all 
be eliminated by what “the wishers” call “organi- 
zation,” goods and services (gasoline, in this in- 
stance) ordinarily costing $125,731,000 could have 
been bought for $41,800,000—a bargain even bet- 
ter than that cited for the huge Homestake Min- 
ing Company. Just as business makes steady 
progress towards giving the public better values, 
so have those who have had to do with furnishing 
medical care constantly given better values in 
the form of countless and remarkable advances 
which were immediately available to all, even to 
competitors. 


We Must Keep a Proper Perspective 


Two dangers seem important amongst medical 
men. One is a tendency on the part of some of 
refusing to see needs or to admit the necessity of 
any change. The other is the inflexibility of the 
usual fee systems, which tend to direct the profits 
from greater efficiencies in dispensing medical 
care into private purses rather than shunting the 
bulk of these savings into lowered costs to the 
public. But by all means let us keep a proper per- 
spective—these savings are not strikingly large 
and they appear gradually. Under governmental 
direction, improvements in medical care would no 
doubt recede with each new generation. At the 
present time some of the best abilities and intel- 
lects available are choosing this profession, partly 
because of the rather high economic and social 
levels to be attained. Certainly we must admit 
that other professions or spheres of activity which 
have been placed in governmental hands are no 
longer, over the long run of time, attracting pro- 
gressively better talent. 


wEconomic Problems of Medicine, A. C. Christie, The Mac- 
millan Company, New York City, 1935, p. 22. Switzerland—One 
physician to 1,250 persons; Germany—One physician to 1,560 
persons; Denmark—One physician to 1,430 persons; Norway— 
One physician to 1,760 persons; England and Wales—One physi- 
cian to 1,490 persons; United States—One physician to 780 
persons. 





In some foreign countries whose medical care 
population,‘ we may assume for the momentary 
is largely socialized, it so happens that physicians 
and probably dentists assume the care for approx- 
imately twice the number of persons'® for the 
same or smaller remuneration than their Ameri- 
can cousins obtain. Although this is primarily 
due to the relative differences in concentrations of 
purpose that our various practitioners have so 
reorganized themselves or have been so regi- 
mented by legislative fiat that the same conditions 
of professional remuneration and concentration of 
population care per nurse, dentist, and physician 
exist here as in Germany—at most the saving 
would be 114 to 2 billions, which would still leave 
an additional increase over present expenditures 
of from 2 to 214 billions of dollars to be paid for. 


Summary 


We may conclude that medical care for the 
American people is inadequate but we must note 
that this inadequacy is sometimes due to igno- 
rance on the part of the people as to how to secure 
adequate care. 


It seems impossible to supply adequate medical 
care without additional expense on the part of the 
people or their representative organizations, such 
as governments or private charities. 


Finally, we must conclude that, since less than 
one-half the number of families in our entire 
population can afford additional expense for any 
purpose whatsoever, adequate medical care for 
those who cannot afford it can only be accom- 
plished through one of three means: (1) addi- 
tional fees or “taxes” by the medical profession 
upon those of high income for the benefit of those 
of lower income; (2) a remarkable increase in 





“4Switzerland—259 persons per sq. mi.; Germany—360 persons 
per sq. mi.; Denmark—214 persons per sq. mi.; Norway—226 
persons per sq. mi.; England and Wales—684 persons per sq. 
mi.; United States—41 persons per sq. mi. 


AVERAGE MEDICAL CARE EXPENDITURES 


Type Present 

Total Cost* 

PRETO SEEN gore fA 1S Seg ici acs wei wi ote natass 1,090,000,000 
MAREE cfs occas tk wince oe ade metas 856,000,000 
TROUT 5 ore oe ascln be New wed aman aware 665,000,000 
MIMI ost ctka waco cn desiep wsieewe aewes 445,000,000 
Private Duty Nurses... 6.6006 secess 202,000,000 
EARN TAE PRCIREE DD xo. 6:00 5 6. uo ws 6h di s/c erecei Sieiereres 121,000,000 
MINEO orcas oarare. od ofa cig bo olatccerwreere oeiae 125,000,000 
ERCOUONOGUS 64,000.46 ues oeceee ace nies 154,000,000 
PRON Orsi v5) eran treyertiaicia moe nes wetness 3,656,000,000 





*Medical Care for the American People, op. cit., pp. 14-15. 
alf patent medicines are eliminated 

bSee No. 6, p. 6 

eDepends largely on “Physicians,’’ row 1, above 








Average Per cent 
Cost* 0 Average 
per Family Adequacy Average Additional 
of 3,4 Persons of Care Total Cost Cost per Family 
$31.10 45% 2,420,000,000 38.10 
24.30 50% 1,710,000,000 24.30 
18.90 110%* 600,000,000 —1.90 
12.70 45% 988,000,000 15.60 
5.70 40%° 505,000,000 8.60 
3.40 20%° 605,000,000 13.60 
3.50 one Baas wes 
4.40 2e 2e Qe 
$104.00 6,828,000,000+¢ 90.40+ 


dUnnecessary except insofar as these cultists develop such techniques as physiotherapy in advance of their adoption by ethical 


practitioners. 
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eIf we add 161%4% to this figure for normal population increase in 1929-1940, the sum becomes nearly eight billion dollars. 
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private giving for private charitable purposes; 
(3) local, state, and Federal subsidies for the 
adequate care of low income groups. 


Two concrete suggestions come to mind which 
might be of value— 

1 Abandonment of the attitude of defenisve 
justification on the part of the medical profession 
and its allies, and a substitution for this of a 
series of individualistic programs which will admit 
the needs of family income groups receiving 
$1,200 or more, and seek to satisfy them at an 
increasingly lower cost to the public. 


2 A creation of desire through advertising for 
the advantages to be gained by adequate medical 


care, just as this desire has been created for au- 
tomobiles, toothpaste, and mouthwash. Since we 
have noted that wherever this technique has been 
employed, as in the last two instances as well as 
with patent medicines and pharmaceuticals, a high 
degree of adequacy has resulted. Such advertis- 
ing would be controlled by the medical profession. 


Through this whole discussion, the word “ade- 
quate” has been used, emphasized and re-empha- 
sized, and a great many of our conclusions were 
based upon it. We must with all common sense, 
remark that food, shelter, and other important 
necessities are also inadequate to varying degrees 
with large percentages of the population. 








To SHMA toB ZYNAEDMOY AMEPIKANIKON NOTOKOMEION, nepsdapBé- 
ves xaf ovvdsdter noAAG apdypata. é té tla xpdpatd tov, bose 
pév oxotpo, xvavodyv xaf xpucoby, eivar xadArteyxvixdv, do enfonc 
waft cupBohindv. *O Bravpd¢ tic Awpafvnc té yupfter eic tetpdyw- 

nae “O Bravpd¢ obtoc tniipte té Euprqua tic dvaxovcloew tov ivotu- 


yov ndp few, &né tiv 
- *Epu@pody eivar 6 4 
xo *Apeptxavixod 
“doewg. *H féBboc | 
Seig tod ” AoxAn- 






“Bepaxevtixfv téx- 
As€bac érav. ‘Oo 

SniipEe 16 Epprnpa 
yiou  ledvvon thc “le 


Téypatoc tav Tpavpatiogopfwv tot ‘Ayfou “Iuévvov. dAredvég EnBrqua 
tic &vaxoveloewe thv koGevav xaf tpavpatidv eivar & Zravpde thc Te- 


vedne  ‘EAMS0¢. 0 Adyveg elvat nayxoopfwc napadextéc, dc odppo= 


! 


pecaiwvixdv xpdvav. 
éxfonsov obpBokoy 
Loveécpov Oupati- 
cod *Eppod xaf 6 
x10od cuppodrtCer thv 
ovny taf mohddo yt- 
F Stavpés the ilédtac 
xiv ‘Innotav tod ‘A- 
ey, : *lepovoaht and tod 
1092 M.X. nat txf mod\ddc txatovtddac trav typqotponorfOn bud tod 


EXOAH NOZOKOMAN & ASEA@RN ENIZKENTPIAN TOY A.1.K.n. A. 
wosthinanatnentnnenstappettemnneanenanarars, . 


In the Reception Room 
of the Nurses’ Home of 
the Children’s Hospital, 
“St. Sophia,” Athens, 
Greece, hangs the in- 
signia of the American 
Hospital Association 
with its symbolical 
meaning translated into 
Greek. Queen Sophia 
of Greece founded the 
School of Nursing in 
the Children’s Hos- 
pital in 1919, under the 
direction of Kleo 
Klonari, the first Greek 
graduate nurse, trained 
in the Massachusetts 
General Hospital, 
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Minutes of the December Meeting of the Board of 


Trustees of the American Hospital Association 


18 East Division Street, Chicago, Illinois 
Friday, December 8, 1939 


HE meeting of the Board of Trustees of the 
Tpnerian Hospital Association was called to 

order at 2:30 p. m. by the President of the 
Association, Dr. Fred G. Carter. 


PRESENT: 
Fred G. Carter, M.D., Chairman 
B. W. Black, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
Peter W. Ward, M.D. 
Frank J. Walter 
Donald C. Smelzer, M.D. 
Asa 8S. Bacon 
Christopher G. Parnall, M.D. 
Ada Belle McCleery, R.N. 
Ellard L. Slack 
Henry M. Pollock, M.D. 
George D. Sheats 


IT WAS VOTED: That the minutes of the 
meetings of the Board of Trustees held in Toronto 
on September 23, 24, and 28, 1939, be approved. 


The Executive Secretary presented his report 
on the state of the Association. 


IT WAS VOTED: That the report of the Ex- 
ecutive Secretary on the state of the Association 
be accepted with commendation. 


IT WAS VOTED: That the additional expend- 
iture for Board Room improvements be approved. 


It was brought to the Board’s attention that the 
Council on Hospital Service Plans had staged a 
small commercial exhibit in connection with their 
Mid-Year Conference last year. After discussion, 
the Board voted the following Resolution: 


WHEREAS, The Trustees are seriously 
concerned with the income of the Association 
as derived from the Commercial Exhibit at 
the Annual Convention, and particularly in 
that of the advertising in HOSPITALS, and 


WHEREAS, Any duplication means divi- 
sion to the detriment of the above mentioned 
income of the Association as such, 
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BE IT THEREFORE RESOLVED: That 
any potential exhibitors and advertisers be 
discouraged from attempting to reach a de- 
sired part of our membership by a separate 
commercial exhibit on the occasion of Council 
meeting or activity, and 


BE IT FURTHER RESOLVED: That all 
Council chairmen be requested to cooperate 
with the Executive Secretary with a view to 
giving the Association the financial benefit of 
such relations. 


In conformance with action of the Board taken 
on June 3, 1939, 


IT WAS VOTED: That 5 per cent of the income 
for the year 1939 be placed in the cash reserve of 
the Association. 


IT WAS VOTED: That the general operating 
budget in the sum of $131,935.71 be approved. 


IT WAS VOTED: That the second item on 
page 2, Schedule II, of the budget (Printing Man- 
uals and Reprints) be approved as tentative allo- 
cations, subject to need and money available for 
their appropriation. 


The following Resolution was voted by the 
Board of Trustees of the American Hospital As- 
sociation : 


RESOLVED: That $7,500 of the First 
Mortgage Fifteen-year 6% Gold Bonds of the 
American Hospital Association, maturing 
July 1, 1947; and $7,500 of the General Mort- 
gage Twenty-year 6% Gold Bonds of the 
American Hospital Association, maturing 
January 1, 1946, be called for payment July 
1, 1940. 


John M. Pratt, representing the National 
Physicians’ Committee for the Extension of Med- 
ical Service, was introduced and addressed the 
Board of Trustees on the purpose of this organ- 
ization. 
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The Executive Secretary read a letter from 
Senator Robert F. Wagner, under date of Decem- 
ber 5, 1939, regarding the National Health Bill, 
8.1620. 


The Executive Secretary announced that the 
Board had been invited to a luncheon to be given 
by the Executive Committee of the Hospital Indus- 
tries’ Association, at the Palmer House at 12:30 
p. m. on December 9; and to a dinner to be given 
by the Executive Committee of the Catholic Hos- 
pital Association at St. Bernard’s Hospital at 
7 p.m. on December 9. 


The meeting was adjourned at 5 p. m. to recon- 
vene on Saturday, December 9, at 10 a. m. 
Respectfully submitted, 
BERT W. CALDWELL, M.D., 
Executive Secretary 


Saturday, December 9, 1939 


The meeting was called to order at 10 a. m. by 
the President of the Association, Dr. Fred G. 
Carter. 


PRESENT: 
Fred G. Carter, M.D., Chairman 
B. W. Black, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
Peter D. Ward, M.D. 
Frank J. Walter 
Donald C. Smelzer, M.D. 
Asa S. Bacon 
Christopher G. Parnall, M.D. 
Ada Belle McCleery, R.N. 
Ellard L. Slack 
Henry M. Pollock, M.D. 
George D. Sheats 


The first subject on the agenda was the publi- 
cation of the Transactions of the Association for 
the year 1939. The Executive Secretary stated 
that after carefully going over the proceedings of 
the House of Delegates in this connection, he 
found himself somewhat confused as to just what 
was the intention of the House. In order to clarify 
the action of the House of Delegates, 


IT WAS VOTED: That the Transactions be 
published in the same general form as in other 
years, but that detailed discussion covering the 
round tables be eliminated, and a statement be in- 
corporated that round tables were held and the 
subject discussed, and with no other abridgment 
for this year’s Transactions. 


The regular order of business was suspended in 
order to allow Dr. Robin C. Buerki, one of the 
American Hospital Association representatives to 
the Advisory Council on Medical Education, Li- 
censure and Hospitals, and chairman of the In- 
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ternship Committee of that body, to appear before 
the Board. He stated that the Advisory Council 
was to hold a meeting in February and asked in- 
structions as to how the American Hospital Asso- 
ciation representatives were to vote on the resolu- 
tion to be considered at that time. 


After lengthy discussion, it was 


RESOLVED, The Board of Trustees of the 
American Hospital Association desires to co- 
operate with other national hospital associa- 
tions, all medical and surgical bodies, spe- 
cialty boards, medical colleges, licensing and 
other official agencies of similar interests, to 
develop acceptable internships and residen- 
cies and would be prepared to act in an ad- 
visory capacity in the establishment of satis- 
factory standards and to offer constructive 
assistance in the evaluation of hospitals by 
the application of such standards for intern- 
ships and residencies. It is not prepared, 
however, to involve the American Hospital 
Association. to the extent of responsibility for 
the actual inspection of hospitals and the 
preparation and publication of an approved 
list. 


The Trustees take this action in the hope 
that all of the above mentioned associations 
will cooperate in the spirit of mutual consid- 
eration of the several interests involved for 
the accomplishment of these universally de- 
sired purposes and hereby authorizes its dele- 
gates to the Advisory Council on Medical 
Education to vote for the following resolu- 
tion: 


“Inasmuch as the internship is now uni- 
versally regarded as part of the basic prep- 
aration for the practice of medicine and to 
be fully satisfactory must be integrated with 
the medical force proper, we recommend to 
the Advisory Council on Medical Education 
that medical colleges, in. cooperation with na- 
tional medical, hospital, and licensing bodies, 
should formulate minimum educational stand- 
ards for internships and should prepare a 
list of hospitals in this country which meet 
these standards.” 


A report of progress in the publication of the 
Directory of Hospitals of the United States and 
Canada was presented and approved. 


IT WAS VOTED: That a Manual of Specifica- 
tions be published this year when funds are avail- 
able. 


A resolution prepared by the Committee on 
Hospital Relations of the Council on Hospital 
Service Plans, approved by the Council on Hospi- 
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tal Service Plans October 14, 1939, and by the 
Committee on Coordination of Activities on Octo- 
ber 15, 1939, regarding the relation between mem- 
ber hospitals and commercial insurance plans, was 
presented for the consideration of the Board. 


IT WAS VOTED: That the resolution regard- 
ing the relation between member hospitals and 
commercial insurance companies be approved. 


IT WAS VOTED: That in the event of the 
discontinuance of the Research Program of the 
Council on Hospital Service Plans all unexpended 
funds (against which there are no commitments) 
remaining in the fund contributed by the service 
plans, and of which fund the Board of Trustees 
of the American. Hospital Association are trustees, 
be distributed to the plans in direct proportion to 
the total amount which each hospital service plan 
has contributed to the fund. 


Dr. Claude W. Munger, Chairman of the Coun- 
cil on Government Relations and an American 
Hospital Association representative on the Joint 
Advisory Committee, appeared before the Board 
to further discuss policies of the American Hos- 
pital Association in regard to the National Health 
Program as outlined in Senator Wagner’s letter of 
December 5, 1939. 


IT WAS VOTED: That the Executive Secre- 
tary be directed to address a night letter or day 
letter to Senator Wagner expressing the apprecia- 
tion of the Board for his courtesy and considera- 
tion. of the changes in S. 1620 suggested by the 
Joint Advisory Committee. 


It was suggested that the first point in Senator 
Wagner’s letter be referred to the Council on Gov- 
ernment Relations for study. 


On the second point, the consensus of opinion. 
was that the utilization of existing facilities 
should be on a basis of adequate remuneration for 
services rendered, and that the standards of hos- 
pital care of the institution may be maintained. 
Assistance to the voluntary hospitals should be on 
the basis of just recognition of the competency of 
the agency or agencies selected to render the serv- 
ice involved. 


On the third point, the Board were agreed that 
no new hospital construction should be under- 
taken where adequate facilities already exist or 
could be made adequate by enlargement, thus 
eliminating a duplication of administrative ex- 
pense, equipment for operating rooms, etc. When 
planning new hospital construction, it should be 
required that it be shown such new facilities can 
and will be maintained with a competent medical 
and nursing personnel. Provision should be made 
for the maintenance as well as the building of hos- 





pitals where need is shown and no adequate local 
financial support has been or can be provided. 


It should be recognized as a general principle 
that the Government will not assume function, so 
far as hospitals are concerned, when nongovern- 
mental agencies are willing to take up that bur- 
den. In other words, the bill should establish the 
principle that public funds will not be used when 
nongovernmental agencies are willing and pre- 
pared to assume that function. 


The Board would like to see introduced in the 
bill an amendment that hospital and medicai care 
provided for children and old age beneficiaries 
of the Social Security Act should be made an es- 
sential item of the National Health Program. 


It was agreed that the American Hospital As- 
sociation members of the Joint Advisory Com- 
mittee should carry out the intent of the Board 
as above expressed, in. preparing their statement 
for Senator Wagner. 


IT WAS VOTED: That the Committee on Ac- 
counting and Statistics of the Council on Admin- 
istrative Practice be authorized to make contacts 
with the Bureau of Census, with the American 
Medical Association, and other organizations con- 
cerned with hospital statistics, for the purpose of 
securing uniformity, it being understood that such 
activities of the Committee on Accounting and 
Statistics must be coordinated through the office 
of the Executive Secretary. 


The recommendation of the Committee on Co- 
ordination of Activities that “the monograph en- 
titled ‘Job Specifications for a Hospital Organiza- 
tion’ be published and distributed to the institu- 
tional members, subject to such editing as the 
Chairman of the Council on Administrative Prac- 
tice and the Assistant Secretary may make, and 
that the cost be met from the funds of the Coun- 
cil on Administrative Practice,” was next con- 
sidered. 


IT WAS VOTED: That this recommendation 
be approved. 


The Board was advised that the Committee on 
Coordination of Activities had voted that minutes 
of their meetings be sent routinely to the mem- 
bers of the Board of Trustees, the committee 
being of the opinion that close cooperation be- 
tween the Board of Trustees and the Committee 
on. Coordination of Activities would be highly de- 
sirable. 


IT WAS VOTED: That copies of the minutes 
of the Board of Trustees be forwarded to mem- 
bers of the Committee on Coordination of Activi- 
ties. 








The Committee on Coordination of Activities 
recommended that the Board authorize the use of 
the McGill Commodity Service for monthly re- 
ports on lists and information on hospital com- 
modities, these to be published in HOSPITALS. 


IT WAS VOTED: That this recommendation 
be approved. 


The Committee on Coordination of Activities 
recommended that the “Cost Study for Nursing 
Service and Nursing Education” be published 
jointly by the American Hospital Association, the 
National League of Nursing Education and the 
American Nurses’ Association, and that the 
American Hospital Association’s share of the ex- 
pense be that sum necessary to pay for enough 
copies at cost to cover all institutional members 
in the American Hospital Association having 
training schools, and an adequate number of ad- 
ditional copies (an estimated total of 1300 copies 
for the American Hospital Association at an ap- 
proximate cost of $650). 


IT WAS VOTED: That this recommendation 
be approved, with the provision that the cost is 
not to exceed $650. 


IT WAS VOTED: That any income from the 
sale of manuals of the Councils or other bulletins 
of the Association. be placed in the general funds 
of the Association. 


The Committee on Coordination of Activities 
approved the following resolution of the Council 
on Public Education concerning the National Hos- 
pital Day Awards, and transmitted it to the Board 
for their approval: 


“RESOLVED: 

1 That the awards for the observance of 
National Hospital Day are to be presented 
only to members of the American Hospital 
Association. 


2 That a new class of awards be added to 
cover state or regional sections and that the 
American Hospital Association present a Cer- 
tificate of Merit similar to that presented to 
the individual hospitals. 


3 That the National Hospital Day literature 
for 1940 emphasize that hospitals must re- 
frain from the solicitation of funds and any 
commercialism, such as exhibits by commer- 
cial firms in the hospital for advertising pur- 
poses.” 


IT WAS VOTED: That the above resolution 
be approved, with the exception of the first para- 
graph, which is to be referred back to the Chair- 
man of the Council on Public Education. 


The following resolution, voted by the Commit- 


70 


tee on Coordination of Activities, was presented 
in conjunction with a public education program: 


“WHEREAS, The voluntary hospital serv- 
ice plan program has attained such impor- 
tance and significance in the activities of 
American hospitals, and 


“WHEREAS, It is increasingly important 
that there be a close relationship and under- 
standing between hospitals and hospital serv- 
ice plans, and 


“WHEREAS, There is a need for an intel- 
ligent and effective jointly sponsored general 
program of public education; be it, therefore, 


“RESOLVED, That the Committee on Co- 
ordination of Activities approves the report 
of the Council on Public Education and en- 
dorses the principle of joint participation ad- 
ministratively and financially by the Trustees 
of the American Hospital Association, the 
Commission, on Hospital Service and the 
Council on Hospital Service Plans. 


“RESOLVED FURTHER, That the Com- 
mittee on Coordination of Activities refers 
the report to the Trustees of the American 
Hospital Association and asks for instruc- 
tion on the probable extent of financial sup- 
port from the general budget of the Associa- 
tion, understanding that, following receipt of 
such instruction, there will be called at once 
a conference of representatives of the Trus- 
tees of the American Hospital Association, 
the Commission on Hospital Service and the 
Council on Hospital Service Plans to prepare 
a cooperative plan for submission through the 
Committee on Coordination to the Trustees of 
the American Hospital Association at the 
February, 1940, meeting.” 


IT WAS VOTED: That the Board of Trustees 
agrees in principle with a carefully controlled pub- 
lic relations program, but as there are no funds 
to carry out the complete program this year, that 
the proposed program be returned to the Council 
on Public Education for further study and such 
development when available funds will permit. 


The Executive Secretary next presented a list 
of the members of the committees to hold the 
elections in various states and provinces for mem- 
bers of the new House of Delegates. 


IT WAS VOTED: That these committees be 
approved. 


The Board was advised by the Council on As- 
sociation Development that the revised By-Laws 
of the Michigan. Hospital Association meet the 
American Hospital Association requirements, and 
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the Council recommended that the Michigan Hos- 
pital Association be approved for joint member- 
ship and dues. 


IT WAS VOTED: That the Michigan Hospital 
Association be approved for affiliation. 


The Executive Secretary called the attention of 
the Board to the fact that a number of personal 
members who have been loyal supporters of the 
Association. for many years, and who are now 
nearing the age of retirement, have paid in dues 
an amount in excess of what a Life membership 
would cost. 


IT WAS VOTED: That the Executive Secre- 
tary prepare a list of those who have been mem- 
bers continuously for twenty-five years or more, 
with the object of nominating to the House of 
Delegates these members for honorary member- 
ship. 


IT WAS VOTED: That Dr. Carter be empow- 
ered to appoint a Committee on Latin-American. 
Relations. 


Dr. Carter then appointed the following as 
members of the Committee on Latin-American Re- 
lations: Malcolm T. MacEachern, M.D., Chair- 
man; Howard Bishop, E. M. Dunstan, M.D., Felix 
Lamela, W. Franklin Wood, M.D.; Donald C. 
Smelzer, M.D. 


IT WAS VOTED: That these appointments be 
approved. 


In conformance with the recommendation of the 








Committee on Coordination of Activities that “‘it 
be an established policy to relieve the President- 
Elect of Council duties,” Dr. Carter nominated 
Donald M. Morrill, M.D., to fill the unexpired 
term of B. W. Black, M.D., on the Council on Hos- 
pital Planning and Plant Operation. 


IT WAS VOTED: That this appointment be ap- 
proved. 


The Executive Secretary reported that he had 
consulted with the insurance companies regarding 
the amount of coverage on. the Headquarters 
Building and equipment, and they advised him 
that a sufficient amount of fire insurance was 
being carried, but that the policy did not cover 
other hazards, such as wind, smoke, explosion, 
vehicle damage, riot, hail storm, etc. The insur- 
ance company advised that an additional $5,000 
should be carried on office equipment. 


IT WAS VOTED: That the carrying of this 
additional amount of insurance be approved. 


IT WAS VOTED: That the President be au- 
thorized to appoint the Membership Committee. 


IT WAS VOTED: That the Executive Secre- 
tary forward to Mr. Edgar Martin, the architect 
who designed the library and board room at Asso- 
ciation Headquarters, a resolution conveying the 
appreciation of the Board of Trustees. 


The Board adjourned at 5 p. m., to meet in 
February at the call of the President. 


BERT W. CALDWELL, M.D., 
Executive Secretary 





St. Mary's Hospital Observes Fiftieth 
Anniversary 


St. Mary’s Hospital, Rochester, Minnesota, cele- 
brated the fiftieth anniversary of its founding. 
The hospital is under the care of the Sisters of 
Saint Francis of the Congregation of Our Lady of 
Lourdes. 


The original building was completed and ready 
for occupancy in 1889. Dr. William J. Mayo, as- 
sisted by Dr. Charles, performed the first opera- 
tion, and their father administered the anesthetic. 
In 1889 the building had a capacity of thirty-three 
beds; the present capacity is 621 beds. 


A feature of the anniversary ceremonies was 
the breaking of ground for a new medical unit 
which, when completed, will contain 445 beds and 
cost more than $1,250,000. 


The speakers at the anniversary ceremonies 
were the Most Rev. John G. Murray, D.D., Arch- 
bishop of St. Paul, Minnesota; Dr. Donald Guthrie 
of Sayre, Pennsylvania; Rev. Alphonse M. Schwi- 
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talla, S.J., of St. Louis, Missouri; Rev. George 
Philip Sheridan, D.D., and Dr. Louis B. Wilson of 
Rochester, Minnesota; and Governor Harold E. 
Stassen of Minnesota. 


————_—_——_ 


Lake Forest Plans a New Hospital 
Lake Forest, Illinois, announces that plans have 
been accepted for the erection of a new $400,000 
hospital on Skokie Highway. A twenty-four acre 
site for the hospital was given by Mrs. Albert 
Blake Dick, widow of the Chicago manufacturer 
who invented the mimeograph machine. 


Mrs. John G. Shedd, widow of the chairman of 
Marshall Field & Company, has given $100,000 
toward the construction cost. 


Stanley Anderson of the firm of Anderson & 
Ticknor, architects, announced that arrangements 
are being made for construction to start early 
next spring. It is estimated it will take eighteen 
months to complete the building and install the 
equipment. 
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G. HARVEY AGNEW, M._D., 


Secy., Department of Hospital Service, 


Canadian Medical Association 
Toronto, Ont., Canada. 
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W. L. BABCOCK, M.D., 


Treasurer, Grace Hospital, 
Detroit, Michigan. 
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ASA S. BACON, 


Superintendent, Presbyterian Hospital, 
Chicago, Illinois. 
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CAROLYN E. DAVIS, 


412 Amesbury Road, 
Haverhill, Massachusetts. 
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NATHANIEL W. FAXON, M_D., 


Director, Massachusetts General Hospital 
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Boston, Massachusetts. 
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S. R. D. HEWITT, M.B., 


Superintendent, St. John General Hospital, 
St. John, N. B., Canada. 
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ROBERT JOLLY, 


Superintendent, Memorial Hospital, 


RED 
NIE 


- 
, 


ri ie 


Houston, Texas. 


ore ae Pe - 
ASRS 


- 





US US SVS 


eget 


Tweet ptrcta + y: SDE ORE AE OE Yez) 
NEON EM NES SNS 


Vet eo otests Voptwt 
oe tog 


EDITORIAL COUNCIL 


BERT W. CALDWELL, M.D., 
Editor 


WALTER E. LIST, M.D., 


Superintendent, Jewish Hospital, 
Cincinnati, Ohio. 


MALCOLM T. MacEACHERN, M.D., 


Associate Director, 
American College of Surgeons, 
Chicago, Illinois. 


CHRISTOPHER G. PARNALL, M.D., 


Medical Director, Rochester General Hospital, 


Rochester, New York. 


JOHN E. RANSOM, 


Assistant Director, Johns Hopkins Hospital, 
Baltimore, Maryland. 


WINFORD H. SMITH, M.D., 


Director, Johns Hopkins Hospital, 
Baltimore, Maryland. 


WILLIAM H. WALSH, M.D., 


Hospital Consultant, 
Chicago, Illinois. 


FREDERIC A. WASHBURN, M.D., 


Director, Cambridge Hospital, 
Cambridge, Massachusetts. 


UNAS ASYM A Ue) 


< SRK: ah S! 


INH 
WE 
SK 


URAL 


LURE 





oH ROA 
NUNS 


=e 


WS AUS 


REL 


Ty 
IN 


SAT OR 


UR 


45 
NE 


JS 


Z py 
IM 


Nie 


RW) 


CO 


A 
> 


WLU 


HOSPITALS 





ve 
pri 
tol 
ve 


th 


ha © @ 


Ce eb 














The Editorial Council is deeply appreciative of the 
manp courtesies which habe been extended so generously 
to HOSPITALS during the past pear. 


As the new pear comes to us, map it bring the 
realization of ebverp hope, the fulfillment of eberp 
promise of good fortune, and the security and peaceful 
contentment that comes with living in America to everp 
teader and friend of HOSPITALS and to all of 
those engaged in the serbice of our hospitals. 


Map health, happiness, and prosperity in great 
abundance be with pou in pour institutions throughout 
the Pew Pear. 


——— 


The New Year 


And now we come to the end of a perfect year. 
Our hospitals have grown greatly in the quality 
of their service to the sick, in the extension of 
this service among the people of every race and 
creed and economic class, in the security of their 
future and that of the personnel who conduct 
them. The past year has been a prosperous one, 
free from anxiety for the permanency of our hos- 
pitals. More patients have been cared for, more 
have been restored to health and home, more 
babies have been born, and more doctors and 
nurses have been educated in our institutions than 
any year in history. 


While we can view in retrospect all of these ac- 
complishments of the past year with satisfaction 
and a modest pride, we would be prudent to take 
stock of our facilities and our ability to provide 
for the blessings or the adversities that may be 
our portion in 1940. 


In America we are living under the unshaken 


January, 1940 





EDITORIALS 





security which comes to us as a people at peace 
within our territorial limits, and friendly with 
those beyond our boundaries. There are no clouds 
of war either approaching or hanging over us. 
We are busy in our peaceful pursuits and pros- 
perous in the enjoyment of their returns. How 
long will it continue? 


The new year opens with many of the coun- 
tries of the world at war. Whether these wars 
are just or not, the injuries done to the countries 
involved are well-nigh irreparable. The harvest 
of killed and wounded, maimed and broken men 
is beyond any possible estimate. When war is 
over and peace again comes to the people who have 
been desolated, the hospitals of this continent 
must do their share in healing the wounds that 
war has caused. 


If the European war lasts twelve months 
longer, every country involved will be economically 
bankrupt. Business, commerce, and industry will 
be seriously impaired where they are not com- 
pletely destroyed. Markets for the products of the 
field and factory will disappear. Impoverishment 
and want will come to the people. 


The unfortunate results of the European war 
will have their repercussions in America. They 
will bear serious economic consequences that will 
affect the fiscal problems of every line of endeavor, 
our hospitals included. 


Against the day which must come to us, our 
hospitals must give sober thought. They must 
control the future with the lessons learned at so 
great a cost following the World War. They 
should keep their financial house in order, harbor 
their assets, and keep their disbursements within 
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their budgetary programs. This is the time for 
conservative action if there ever was one. 


The year past has been a pleasant and on the 
whole a prosperous one for our institutions and 
their people; it has earned our esteem and affec- 
tion, and we bid it good-bye reluctantly. 


The New Year comes to us to bring its largess 
of prosperity and happiness, and, we confidently 
hope, peace among the world’s people. We give a 
hearty and sincere welcome to 1940—the New 
Year. 


A Program for Hospitals in 1940 


Now is the time to develop New Year resolu- 
tions. Good resolutions can be applied to insti- 
tutions as well as to individuals. Here is a sug- 
gestion for a set of New Year resolutions for 
hospitals for the coming year. 


1 See to it that proper enabling legislation is 
passed in Congress so that hospital employees will 
come under that part of the Social Security Act 
relating to old age assistance without making hos- 
pitals relinquish their rights and present status 
as tax free institutions. 


2 Continue to develop and to expand the princi- 
ple of cooperation in service of voluntary and gov- 
ernment hospitals. It seems clear that they should 
supplement each other’s service and cooperate, 
not compete, in good deeds. This involves the 
principle of the use of tax funds to pay for the 
care of indigents in voluntary hospitals. 


3 Present the facts and the situation clearly to 
their communities and convince the public that 
hospitals are doing a great deal of teaching and 
that their educational program and burdens must 
be supported financially just as much as the public 
and private educational system of schools and col- 
leges. Actually hospitals are de facto but not de 
jure a part of the educational structure. 


4 Assist the medical profession to work out 
plans, applying the insurance principle to med- 
ical fees, along somewhat the same lines that hos- 
pitals have applied these principles in hospital 
service plans. It is the job of the medical pro- 
fession to do this and it lies in its province but 
hospitals may be able to help and encourage. 
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5 Study the problem of home care for indi- 
gents to see if an extern or district physician’s 
service radiating from the hospital is advisable 
and should be developed. There may be better 
ways but the need of such service is apparent. 


These are a few of the many, many problems 
about which hospital administrators should be 
thinking and forming their opinions, and taking 
such action as seems wise. Study, think, act. 

N. W. F. 


Manual for Interns 


The most useful and best appreciated publica- 
tion that comes in possession of the intern is the 
Intern’s Manual. Several of our larger hospitals 
have compiled these manuals adapted for use in 
their own. institutions. Eight New York munici- 
pal hospitals have completed their manuals, and 
other hospitals have theirs in process. 


The work of compiling the manual is frequently 
placed in charge of a committee of the interns, 
who select and assemble the material, edit and 
revise it, and finally submit it for publication. 
The information selected is useful not only dur- 
ing the interns’ service, but becomes more valuable 
in their private practice. The use of the manual 
coordinates the services of the interns, provides 
definite procedures which have been approved by 
the hospital staff, and saves loss of time and ef- 
fort without destroying individuality or lessening 
responsibility for the patient’s care. 


Hospitals would find it profitable to start the 
preparation of an Intern’s Manual as an impor- 
tant project for the New Year. 





Academic Degrees 


Frederick P. Keppel, President of the Carnegie 
Corporation, in a recent report, is quoted as as- 
serting that academic degrees have become “pre- 
posterous” and that only in “a few strong pro- 
fessions, notably medicine, law, and the older 
branches of engineering, can it be said that the 
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possession of a degree necessarily means any- 
thing.” “All over the country teaching and other 
vacancies are being filled by degrees, not by men 
and women, the appointing bodies accepting the 
diploma as a substitute for the tiresome process 
of really finding out something as to the profes- 
sional and personal qualifications of individual 
human beings.” 


Such a sentiment, expressed by one of long ex- 
perience in educational matters, is particularly 
significant at the present time when appointing 
bodies are insisting on degrees and apparently 
rating them higher than experience and demon- 
strated ability in filling vacancies open to nurses, 
such as superintendents of hospitals, superintend- 
ents of nurses, supervisors, etc. The value of a 
degree should not be disregarded, but it is not the 
only or the principal qualification for administra- 
tive or even teaching positions open to women 
because of their education and training as nurses. 


Surgical Instruments 


The embargo of the Allied countries on articles 
of German manufacture has created a serious sit- 
uation in. this country for users of surgical in- 
struments. Only one shipment of this class of 
supplies has reached the United States from 
Germany in recent months, and that came through 
Italy. 


During the World War, by agreement with the 
British Government, surgical instruments were 
not classed as contraband. Under the existing 
rules all products of Germany come under the 
embargo classification. 


Hospitals are dependent upon American manu- 
facturers for replacement and new instruments. 
Prices have soared until in many instances the 
costs have increased 150 per cent. Hemostats sell- 
ing normally at $22.50 to $25.00 per dozen now 
cost $54.00 and a new increase in prices was put 
in effect January 1. 


American’ manufacturers of surgical instru- 
ments are pursuing a short-sighted policy in rais- 
ing prices to hospitals, which could only be justi- 
fied because of scarcity. They are sacrificing for 
temporary gain a profitable market for their prod- 
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ucts, which, by selling at a fair price, they can 
secure and hold after the war is ended. 


Hospitals will have to take good care of their 
surgical instrume ts, replating, repairing and 
sharpening them, as long as it is possible to keep 
them in good condition, if they are to avoid the 
unnecessary and unwarranted increased costs in- 
cident to new purchases. 


Drug Addiction and Hospitals 


Facts can be presented from the statistical re- 
ports of general hospitals evidencing that hospi- 
talization of drug addicts in voluntary hospitals 
has greatly decreased in the past two decades. It 
will be recalled that Congress passed an Act in 
1909, prohibiting the importation of opium for 
smoking purposes. This may be recorded as the 
first evidence of Federal concern. Some states 
and municipalities had previously passed laws or 
ordinances designed to limit the sale of narcotics. 
The enforcement of these laws, however, was dif- 
ficult and not sufficient to control. In 1914, the 
Harrison Federal Narcotic Law was enacted. This 
was designed to strictly limit the use of opiates 
and cocaine to medicinal purposes. While it is 
true that the latter Act has greatly reduced the 
incidence of addiction, it is not wholly responsible 
for the reduction in admissions to general hospi- 
tals. This reduction in admissions has been partly 
due to a change in the population group subject 
to addiction. Formerly, owing to the ease and 
freedom with which narcotics could be obtained, 
any class of the population might become subject. 


The Federal law, however, at first placed over- 
emphasis on the criminal aspects of addiction and, 
for years, ignored the therapeutic. Little choice 
was then offered between the mental and physical 
ruin with narcotics, and the debilitating influence 
on character and morale that is inseparable from 
prison life. Addicts of the eariy Harrison Act 
period had the choice of the social outcast or a 
prison label. Not until 1929 was an effort made 
to remedy the situation, when Congress passed an 
Act establishing two narcotic farms, now known 
as the United States Physical Health Service Hos- 


pitals. One of these hospitals is located at Fort 
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Worth, Texas, and the other at Lexington, Ken- 
tucky, combined capacity 1,250 beds, with a pro- 
gram of increase to 2,450. These hospitals are 
open to addicts of opiates, cocaine, canabis indica 
(marihauna), and peyote, and their alkaloids, 
compounds, and derivatives. Provision is made 
in these hospitals for convicted and sentenced 
Federal prisoners, as well as ex-prisoners and 
Federal probationers, in addition to voluntary ap- 
plicants. 


The educated and cultured classes have largely 
given way to a cross-section of the public, repre- 
sented by Police Court habitues and criminal ele- 
ments. This fact, and not the establishment of 
Government hospitals, is responsible for'the re- 
duction in voluntary hospital addict admissions. 
Actually, only 15.1 per cent of the population of 
the United States Physical Health Service Hos- 
pitals at present are voluntary (non-criminal) ad- 
missions. Lack of admissions to voluntary hospi- 
tals and the small percentage of voluntary ad- 
missions to governmental hospitals, thoroughly 
disproves the hackneyed charge, commonly made 
early in the century, that physcians were mainly 
responsible for the prevalence of narcotic indul- 
gences. 

W. L. B. 


What Comes After Hospital 
Service Plans? 


Hospital service plans have proven successful. 
Two million people cannot be wrong. The devel- 
opment of hospital service plans represents the 
most forward step that has been. taken in many 
years to meet the economic problem of sickness. 
This success shows that people will respond when 
a safe and sensible plan for social betterment is 
offered. It proves that personal initiative in the 
United States is not lacking when opportunity 
offers means of progress. 


So far, hospital service plans have been avail- 
able, mainly, to people with incomes which would 
permit the payment of a physician’s fee and the 
occupancy of semi-private hospital accommoda- 
tions. 


The next step is obviously to extend plans to 
include ward patients; this has been done already 
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in some places. The custom in hospitals varies 
in regard to ward patients. Some allow no med- 
ical fees to be charged for care of ward patients. 
Some admit ward patients under the care of their 
own physicians and allow them to charge a small 
fee, while also admitting patients to be cared for 
by assigned ward physicians without the payment 
of a medical fee. It would seem appropriate to 
allow the custom of the hospital which the patient 
entered to prevail in determining to which classi- 
fication. the patient belongs. Approximately 50 
per cent of ward patients pay full hospital rates. 
They should be included in service plans. 


The next step is more difficult and involves med- 
ical fees. Hospital costs are fixed and can be com- 
puted upon an average basis and the insurance 
principle applied. But, can this be applied to 
medical fees which for centuries have been based 
upon the ability of patients to pay? Service to 
all, no pay from some, small pay from others, 
large fees from a few. Can this be averaged? 
Perhaps so. At least it is a worthy problem for 
the medical profession. It is essentially a prob- 
lem that doctors should tackle; it is their prob- 
lem. They have solved worse problems and if 
this is soluble they can and will solve it. Hos- 
pitals should help and encourage. 


A tremendous jump, proposed by the socially 
minded, based upon the premise that present med- 
ical care is insufficient and that a comprehensive 
centralized medical system will improve it, is that 
health is purchasable and worth the price that 
would have to be paid and that only the govern- 
ment can do the job. Much that they say is true. 
The end is desired by all, the means is less cer- 
tain. Logically they present compulsory plans. 
For a compulsory plan legislation is necessary. In 
the past we have seen faulty legislation often hold 
back progress. The burnt child shuns the fire. 
Are we well-informed enough at the present time 
to legislate wisely on this complex subject of 
health insurance? May not voluntary plans, which 
may be less complete but which can advance step 
by step, be better? Certainly, these voluntary 
plans are more flexible and mistakes can be more 
easily corrected, as greater knowledge is gained. 
Make haste slowly is a good proverb. So let us 
gain experience with voluntary plans and look be- 
fore we leap into health insurance. 

N. W. F. 
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What Hospitals Can Do For and Against 


Socialized Medicine 





DAVID B. SKILLMAN 


development of our country since the adoption 

of the Constitution, we will observe an ever- 
increasing number of services rendered by the 
government to the private citizen. The ideal of 
our government, when it was founded, was sim- 
ply to furnish protection to the person, property 
and liberties of the individual so that he might 
work out his own salvation or destruction in his 
own individual way. Everybody looked to the 
government for protection. Nobody looked to it for 
help. But a change soon came. Very early came 
the question of government aid for what were 
called “Internal Improvements,” the roads and 
canals. Then came the demand for education at 
public expense, then the distribution of the mails 
by the government. Now we have public libraries 
and public parks. The government furnishes 
food, clothing, and shelter to the unemployed, pen- 
sions to the aged and literally hundreds of serv- 
ices to the individual citizen from the cradle to 
the grave. Every demand for a new public serv- 
ice has been met by stubborn and often stupid 
opposition. The toll road fought the public road; 
the private schoolmaster, the public school; the 
private post companies, the government mail 
service; and so on down the line. 


|" WE direct our attention to one aspect of the 


If there were time to consider the struggle 
which attended the introduction of each of these 
services as a function of government, it would 
be a fascinating historical study, but that thought 
must be dismissed with the observation that all 
of these public services to individuals have been 
introduced in an amazingly short time, a little 
over a hundred years; that they have come when- 
ever the public demand has been sufficiently in- 
sistent; that more of them come in each succeed- 
ing decade. 


Solving Individual and Family Problems Through 
Government Aid 


As a result of all this, a large part of our citi- 
zenry has come to look to the government for aid 
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in the solution of all their problems. Certainly 
one of the most acute problems of the average 
man today is to provide adequate medical care 
for himself and his family. This has become an. 
acute problem because adequate care involves so 
many complications which did not exist when all 
remedies came from the family physician, and be- 
cause these complications have increased the cost 
of medical care to a point where the medical bill 
is as great a family calamity as the tragedy of 
disease or accident. How to provide medical care 
for his family is as great a problem to the aver- 
age man today as was the problem of how to edu- 
cate his children a hundred years ago. The man 
of a hundred years ago solved the educational 
problem by demanding and getting from the gov- 
ernment the public school. The man of today will 
solve his medical problem by demanding and get- 
ting from the government—socialized medicine— 
unless medicine or some other agency solves his 
problem for him in some other way. 


Thus far the average man has tried to solve 
this problem by cooperative action rather than 
through an appeal to the government. A variety 
of plans have been devised for organized pay- 
ments, some by prepayment of modest monthly 
installments, some by postpayment, some through 
fraternal orders; others through labor unions. 
The best known of these plans is a Washington, 
D. C., plan, whose membership is made up of 
government employees, each of whom makes a 
monthly payment and receives whatever medical 
and surgical care he may require. 


The Dangers of Socialized Medicine 


The medical profession generally has opposed 
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these plans in much the same way as turnpike 
owners opposed public roads and old school mas- 
ters fought the public school. The strive to main- 
tain the status quo in this changing world. If 
the medical profession persists in opposing the 
attempt of the average man to solve his medical 
problems by cooperative means, the average man 
will soon turn to the government and, when he 
does, the doctor will become a government em- 
ployee. 


We do not want that. I believe I am voicing 
the sentiment of the great majority of us when I 
say that, both as individuals and as hospital trus- 
tees, we do not want medical staffs made up of 
men appointed by governmental agencies and paid 
from the public purse. And yet that is just what 
is coming. The opposition of the doctors will not 
prevent it, because they just fight it and fail to 
offer a means of reducing medical costs. And be- 
sides, medical arguments against socialized medi- 
cine lose their force because they are suspected 
of springing from self interest. 


Who then can meet the demand for adequate 
medical care at less cost to the individual and at 
the same time avoid the socialization of medicine? 
That is the question. The answer in my mind is 
—the hospitals. 


We have stood on the sidelines interested, anx- 
ious, and apprehensive, watching the public on 
one side strive to reduce medical costs, and or- 
ganized medicine on the other side jealously 
guarding ethics, prerogatives, and pocketbooks. 
As hospitals, our sympathies are divided. We 
want reduced costs and we want retained the 
highest of the standards of the medical profes- 
sion. Yet we have remained silent and inactive 
when we hold the solution and the key to the situ- 
ation. 


How Hospital Can Solve the Problem— 
A Suggested Plan 


How then can the hospitals solve this problem? 
How can, they reduce medical costs to a point 
where the demand for socialized medicine will be 
heard no more? The answer to these questions 
lies in the reorganization of our hospitals. Re- 
organize them by including as an integral part 
of the institution the medical staff. Going again. 
to the realm of education for an analogy—organ- 
ize our hospitals in the same general way that 
our colleges are organized. Give the doctors the 
same status in the hospital as the professors have 
in the college or university. Make the doctors the 
faculty of the hospital. Furnish each member 
of the faculty with his own private office and 
equipment, secretarial and nursing help, automo- 
bile service and telephone; and provide an ample 
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central medical library. And above all, pay him 
a salary. In his office he would receive and treat 
all patients who selected him as their physician 
and he would likewise make house calls just as 
he does under the present system, but all bills 
would be rendered by the hospital according to 
a published scale of prices. The group hospitali- 
zation plan, which is presupposed to exist in the 
community, by increasing the present rates, could 
agree to pay medical bills just as it now agrees 
to pay hospital bills. In this way, every one would 
have available to him the best medical care and 
hospital facilities which his community afforded 
at a cost which should not exceed twice the pres- 
ent charge of group hospitalization plans. The 
government could pay the dues of those persons 
who could not possibly pay group plan rates. In 
this way, medical and hospital care would be 
made available to everyone at a fixed annual 
charge. But the charge would be voluntary and 
the participation of the body politic would be lim- 
ited to paying dues for the indigent. Under such 
a plan, the demand for socialized medicine would 
subside because all people want is some means of 
controlling medical costs. 


Not only would this plan provide control of the 
cost of medical care, but it would vastly improve 
the health of the nation. No longer need people 
defer visiting the doctor for fear of his bill. Com- 
plete and thorough diagnoses could be quickly and 
conveniently made by the specialists on the hos- 
pital faculty and the cost would no longer be pro- 
hibitive. Preventive medicine could be practiced 
extensively, efficiently, and cheaply. This aspect 
of the plan could be greatly amplified if there were 
but space for it. 


How the Medical Profession Would Benefit 


But we must consider briefly the benefits which 
could accrue from this plan to the medical profes- 
sion. They would be quite as great as those ac- 
cruing to the patient. In the first place, the doc- 
tor would have an assured income without deduc- 
tion for office expenses. The struggle of the 
young graduate, after the financial drain of edu- 
cation, to furnish and equip his office before he 
has any practice, would be eliminated. These 
years of struggle are the hardest in the profes- 
sional career of the physician. These years often 
convert doctors into the money grabbers who have 
done so much to bring the profession into disre- 
pute. The salaries, which could be paid by hospi- 
tals of say one hundred and fifty beds or more, 
could average five thousand dollars per year, 
which far exceeds the average gross income of the 
medical profession in this country today. These 
salaries would of course be graded, starting at 
$1,800.00 to $2,000.00 for the young, unmarried 
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practitioner; and advancing to $10,000.00 or 
$12,000.00 for men of advanced standing; and 
then provision could be made for salary payment 
during periods of sickness and for pensions upon 
retirement. 


Medical Scholarship Under Stimulating 
Leadership 


With so high a degree of financial security, the 
physicians could dismiss from their minds the 
problems of “medical economics” and devote 
themselves to professional advancement. These 
colleagues, working side by side on the hospital 
faculty, having available instruments, apparatus, 
a library and a vast variety of patients and dis- 
eases, would become a community of medical 
scholars, under stimulating leadership. 


To encourage this scholarship, leaves of ab- 
sence for study in other hospitals or abroad could 
be given just as college professors are granted 
sabbatical leaves. And no hospital faculty mem- 
ber need hesitate to take such leave or go on va- 
cation for fear some other doctor would steal his 
patients. 


This plan would make the physician truly a 
professional man. He could no longer be accused 
of being really a business man. There would be 
no longer an, incentive to split fees, nor ground 
for the accusation that a needless operation was 
performed to get a fee, nor that the doctor made 
unnecessary calls to increase his fee. 


There are dozens of phases of this plan which 
should be presented and discussed in order to give 
an adequate idea of it. How would members of 
the hospital faculty be selected? How would the 
plan affect doctors in the community not selected 
for faculty positions? How would the plan affect 
the present and future supply and demand for 
doctors? These are just some of the questions 





which would arise immediately from the physi- 
cian’s viewpoint. The answer to many questions 
which arise in considering the plan can be drawn 
from the experience and methods of the colleges. 
Obviously, a plan involving such profound and 
radical changes in hospital organization and med- 
ical tradition can only here be suggested in. broad- 
est outline. But the plan does not involve changes 
as profound and radical as socialized medicine, 
and socialized medicine will undoubtedly be estab- 
lished if no substitute is interjected. I feel, there- 
fore, that any plan which may avert the control 
of our healing facilities by political forces is 
worthy of careful consideration. 


To establish this plan in any general voluntary 
hospital would be a tremendous piece of pioneer- 
ing on the part of the hospital trustees, the med- 
ical staff, and the community where the hospital 
was located, but it would be a tremendous con- 
tribution. to the health and happiness, first, of 
the community where the pioneering was done, 
and then elsewhere as it spread. It would require 
an heroic, able, tenacious, powerful and wealthy 
board of trustees to undertake single-handed, and 
with simply the resources of their own commu- 
nity, the establishment of this plan, but it could 
be done. 


However, the ideal method of giving the plan 
a fair and thorough test would be through the co- 
operation of the American Hospital Association, 
the American Medical Association, and one of the 
great Foundations that have been established for 
the advancement of medicine. Let these three 
select a typical American hospital in a typical 
community, with a forward-looking and sympa- 
thetic board of trustees and a broad-gauge, able 
medical staff. It would be a magnificent project, 
a noble experiment, which would, like the leaves 
of the Tree of Life, be “for the healing of the 
nations.” 
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The Abbott Estate Endowments for Chicago Institutions 


The trustees of the estate of Clara A. Abbott, 
who died in 1924, announced gifts of $250,000 
to Evanston Hospital, Evanston, Illinois, and 
$250,000 to Victory Memorial Hospital, Wauke- 
gan, Illinois. In addition to these gifts to the 
hospitals, the Northwestern University, Evanston, 
Illinois, will receive approximately $1,500,000, 
and the University of Chicago will receive ap- 
proximately $1,000,000. 


Clara A. Abbott was the widow of Dr. Wallace 
C. Abbott, founder of Abbott Laboratories. Dr. 
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Abbott, who was a practicing physician in Chi- 
cago for many years and began the manufacture 
of chemicals and pharmaceuticals in Ravenswood, 
Illinois, in 1888, died in 1921. 


In advising of the gifts, Alfred W. Bays and 
H. B. Shattuck, trustees of the estate, said, ““Both 
Doctor and Mrs. Abbott were intensely interested 
in research work in colleges and universities. 
These gifts will enable the recipients to carry on 
their work still more efficiently for the benefit of 
mankind.” 
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How the Superintendent of a City Hospital 
Should Spend His Day 


E. GIDDINGS, M.D. 


All the World’s a stage and all the men and women merely players— 
They have their exits and their entrances, and one man in his time plays many parts. 


ITHIN the confines of a citadel of stone 
Ws concrete, constructed to challenge and 

conquer the ravages of man’s greatest 
enemy—disease—we find a veritable maelstrom of 
conflicting emotions. Here, life begins and life 
ends. The rich and the poor; the old and the 
young—all are bound together by a common 
scourge—sickness—for this affliction respects no 
class, no color, no creed. 


Over this little “kingdom” of science reigns one 
man designated as “The Superintendent.” The 
effectiveness of this kingdom depends to a great 
extent on the character and ability of the adminis- 
trator. All problems, great and small, are his 
responsibility. The conscientious man realizes the 
greatness of the trust which has been placed in 
his charge and governs himself accordingly. Let 
us now turn our attention to the manner in which 
his time is spent in order that he may faithfully 
discharge the duties of his stewardship. 


The word “superintendent” as understood in the 
hospital world may be defined as “Officer in charge 
of the institution. Has deputization of assign- 
ments and supervision of all departments of the 
hospital.” Meditation upon the foregoing defini- 
tion readily discloses that here is one man who 
truly must “in his time play many parts.” How 
he should, how he does, and how he would like to 
spend his day is a large order—and would require 
volumes. At the very outset, may I say that too 
frequently he has very little choice in the matter, 
his day is spent to suit the convenience of 
others. While he endeavors to adhere to a specific 
routine, he must, of necessity, adjust his time to 
meet circumstances. 


“An Administrator’s Day’! thoroughly anda 
most adequately describes this in a logical manner. 
While this is an ideal set-up, fundamentally sound, 
it would, of course, have to be modified according 
to the size, character, and topography of the par- 
ticular institution. There are no two alike. Up 
to a certain point, there may be a resemblance, 
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but many deviations will occur, and, to a great 
extent, it depends on these different deviations 
how the superintendent spends his day. 


Starting the Superintendent’s Day 


To afford a starting point, special comment 
should be made about starting the day at or about 
7:30 a. m. It affords one so much “extra” or 
“found” time, without telephone and other inter- 
ruptions. After the mail has been read, with com- 
ments for your secretary, thereby eliminating 
early morning dictation, it is a good plan to have 
a conference with the superintendent of nurses. 
She, having already received the night report, has 
all the pertinent information available of what has 
occurred during the night. This, combined with 
the report of the night superintendent, provides a 
fair idea of what has happened since he left his 
desk on the previous day. After discussing any 
problems the superintendent of nurses may have 
and giving her any instructions, the superintend- 
ent may then digest the night reports. To obtain 
first-hand information, it is well to start making 
rounds at this time. In passing, it may be said 
that inspection of the hospital should be made at 
regular intervals, but at irregular times in order 
that the wards may be seen in their many phases 
and varying difficulties. It is these difficulties one 
must evaluate in order to have full understanding 
when passing judgment. If a portion of the 
wards and other departments are covered at this 
time; those persons on whom the complaints were 
reported, if any, are interviewed; and the super- 
intendent is then in the enviable position, on his 
return to his office, of being personally informed 
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and thereby able to make proper disposition of the 
discrepancies involved. 


Morning Inspection Rounds 

In order to be back in the office at 9 a. m., a 
good system is to inspect part of the hospital on 
early rounds and the remainder later in the day. 
This gives an accurate picture of the wards at the 
various stages of their activities. With this cer- 
tain amount of routine done, the superintendent is 
free for regular hospital business—appointments 
—for whatever reason, and it is surprising the 
number of varied reasons requests are made to 
see him. There are the salesmen and representa- 
tives of the medical, surgical, and other supply 
firms who should be given consideration, not only 
for what they have to offer, but also that the 
superintendent may keep abreast of the more re- 
cent activities in the various fields. 


In the late morning or early afternoon, depend- 
ing on the amount of office business that must 
be transacted, it is well for the superintendent to 
visit the alternate wards. At this time, he should 
also inspect the laboratories, occupational and 
physiotherapy departments, the drug room and 
other divisions of the hospital. Not all of them 
every day, but at least two or three times a week. 
The dietary division should receive daily attention, 
both in the kitchen—observing the preparation of 
the meals—and on the wards for the manner in 
which they are served. A good meal may be easily 
made unappetizing if it is not served in a proper 
manner. An attractive tray cover and a serviette 
—simple—but the basis for a suggestion of per- 
sonal attention. 

Receiving the Department Heads 

In conjunction with the daily routine of the 
office, there are the regular routines of the hos- 
pital divisions. The department heads come to 
the superintendent for information and guidance 
in the adjustment of unusual matters. An impor- 
tant factor is the type and character of the heads 
of divisions. It is conceded that it is not possible 
for a superintendent to supervise every act of 
every member of the staff. He therefore must rely 
on. his division heads for the efficient functioning 
of the various units that make up the hospital as a 
whole. There are some divisions that run like 
clock-work, where reports are always prompt and 
where the work, whatever it may be is always up- 
to-date, accurate, concise and complete. On the 
other hand, where the division head has a tendency 
toward slip-shod methods, “buck-passing” and 
general carelessness, these attributes are generally 
reflected in the work of the department and the 
attitude of the employees. It is this latter group 
that the superintendent must supervise directly 
and constantly, adding additional duties to an 
already overcrowded program. 
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Closer to him and vested with more authority 
are his assistants. As a general rule, words of 
praise are inadequate to describe the able service 
rendered by the deputy staff. This group, as a 
general rule, is composed of capable, anxious-to- 
learn and eager-to-serve men who are striving to- 
ward an ultimate superintendentship. They are 
interested in the hospital work, having selected 
hospital administration as a career. In my experi- 
ence, I have watched some of these young men, 
willing and anxious to work; accepting any assign- 
ment, not only willingly, but eagerly in order that 
they may master the experience necessary for the 
position. 


Daily Conferences with Assistant and 
Department Heads 


Generally, the greater part of the superin- 
tendent’s morning is devoted to daily conferences 
with his deputies and the division heads. Usually 
about 11 a. m. the members of the visiting staff, 
who wish to see him for one reason or another, 
call. At these meetings, equipment, supplies— 
quality and quantity available—hospital policies 
and frequently unusual cases are discussed. In 
this way he is able to keep abreast of the medical 
problems current in the hospital. Exchange of 
policies and the sum total of the various ideas is 
an advantage to patients and the hospital. For this 
reason, these visits should be encouraged. In addi- 
tion, it is creative of cooperative feeling between 
those attending and the administration. Sugges- 
tions are made for the benefit of all concerned and 
frequently it is possible to effect a savings to the 
hospital by the substitution of equipment and med- 
ication on hand which could be used instead of the 
requested items, thereby avoiding additional ex- 
pense. Of course, there is always a tendency on 
the part of some to see what they are able to ob- 
tain, but they are amenable to reason. and obtain 
only what is absolutely and actually necessary. 

“Be not the first by whom the new are tried, 
Nor yet the last to lay the old aside.” 

We find the application of this rule both prac- 

tical and successful. 


These informal visits usually keep him occupied 
until approximately 12:30 when the morning cor- 
respondence, personnel matters, requisitions, etc., 
are placed before him for signature. The next 
half hour is devoted to a study of these requests 
for new purchases, repairs, and replacement of 
equipment, drugs, surgical supplies, appointments 
to the service, dismissals and similar matters. 
Anything which is placed before him regarding 
which he has no previous knowledge is set aside 
for investigation later in the day. The balance of 
the material is then forwarded to the proper point 
and he is ready for lunch. 
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The Superintendent’s Afternoon 


After lunch, the superintendent must return to 
his office if he is to keep abreast of the miniature 
mountain of duties which unceasingly find their 
way to his desk. Usually at this time, he has a 
short conference with his secretary at which in- 
structions are issued regarding the business that 
has transpired in the morning and also the antici- 
pated business in the afternoon. At this time also, 
such business as the secretary was capable of han- 
dling is reported to him and advice given as to the 
proper follow-up. At this point, may I say that a 
competent secretary is a great time-saver in her 
ability to satisfy those making requests for in- 
formation which she is able to obtain and impart 
to them in a courteous manner. Upon the com- 
pletion of this portion of the office work, the su- 
perintendent’s’ attention is focussed on such requi- 
sitions regarding which he wishes to make further 
inquiry and such personnel matters as demand his 
personal attention. 


The personnel problem is always an important 
factor in the smooth functioning of any institu- 
tion. It has been truly said that “No organization 
is greater than the staff that mans it.” Some 
time therefore should be spent in knowing his 
staff. It is not possible, in a large hospital, for 
him to know each one individually, but it is pos- 
sible, by constant concentration to know the 
majority. In his contact with his staff, his mind 
should be sufficiently elastic to visualize himself 
in the other person’s place and consider what he 
would do under similar circumstances. It is pe- 
culiar what people will do under certain stress or 
strain. This brings to my mind the incident of a 
Canadian soldier, who having taken a wee bit too 
much rum became annoyed at a machine gun nest 
a few hundred feet opposite the battalion occu- 
pied. The intermittency of this machine gun 
roused his ire and he said, “I’ll bloody well stop 
that thing.” And, with no more ado, he climbed 
over the parapet, crept across “no man’s land’’ to 
the machine gun nest, put the gun out of working 
order and brought back four prisoners. For this 
act of bravery, he received a Victoria Cross. 


Returning to the subject of personnel, may I 
say that when a man reaches the stage where he 
has attained a superintendency, he should be, and 
generally is capable of judging people fairly 
promptly and accurately. During the past several 
months, hospital journals have devoted consider- 
able space to personnel problems. Dr. Harold 
Brown of the National Industrial Conference 
Board has formulated a list of golden rules under 
the title of “How to be a Good Boss” which are 
particularly excellent for the guidance of an ad- 
ministrator. Dr. Bachmeyer wrote,”? “Executives 
should inform themselves as fully as possible con- 
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cerning modern practice in dealing with employees 
and should endeavor to understand their problems. 
This cannot be achieved merely by reading litera- 
ture and through staff conferences. It is impor- 
tant that the employees be encouraged to discuss 
their problems and needs with their superiors and 
these superiors get to know their subordinates 
fully and intimately.” The necessity for keeping 
the staff content, recognizing their needs, giving 
them as many benefits as possible under prevail- 
ing conditions, continually striving for the better- 
ment of their lot are responsibilities which an 
administrator cannot and must not shirk. 


Checking Records and Reports 


At all times during the year, various types of 
special reports are required for the information of 
the Department of Hospitals of New York, and 
the details necessary for compiling these reports 
must be gathered from the four corners of the 
institution. There are the statistical analyses, 
monthly, quarterly, semi-annual and annual re- 
ports which must be prepared; inventories must 
be taken; a regular check-up on personnel require- 
ments is necessary ; budgets and the surveys inci- 
dental to the budget must be made; and special 
reports for the Medical Board and Executive Com- 
mittee must be available. In addition to these, 
various outside agencies such as the American 
Medical Association, American College of Sur- 
geons, the State Department of Social Welfare, 
different health organizations such as the Tuber- 
culosis and Cardiac Associations, the Hospital In- 
formation Service and so forth all require us to 
furnish them with varying reports regarding the 
institutional activities. The superintendent there- 
fore must devote a certain amount of time each 
afternoon toward the preparation and compiling 
of whatever the current report may happen to be. 


In the late afternoon, a vast amount of cor- 
respondence again awaits his attention. He re- 
peats his pre-luncheon schedule of inspection of 
purchases and by 5, 5:30, 6 o’clock or later the 
daily current business is completed. Some eve- 
nings are devoted to special study work, night 
rounds, and kindred activities, but as a general 
rule his evenings are free for much needed relaxa- 
tion and reading, excepting, of course, the possi- 
bility of being called at any time in the event of 
an emergency. 


An attempt, only touching on each topic, has 
been made to show how a superintendent in a gen- 
eral way spends his day. Injected into these days 
are also the complaints of patients or relatives 
which are very time-consuming. A misunder- 
standing or misinterpretation of an act of the 
staff results in valuable time being spent in paci- 
fying the “offended” party. An attempt should 
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be made to impress upon the personnel the abso- 
lute necessity for courtesy. Too much stress can- 
not be placed on the importance of permeating 
this throughout the hospital. It is not only the 
phraseology but also the intonation which has a 
considerable bearing on the impression created. 
The following is abstracted from an article, the 
title and author of which are no longer remem- 
bered. It briefly summarizes the cause and the 
remedy and should be prominently placed where 
it is a constant reminder for all. 


COURTESY 


“One cannot stress too much the importance of that 
term. It may be defined as your great defensive tool. 
In such an atmosphere, we find self-control, and where 
there is self-control, there is much less hazard of de- 
veloping a negative atmosphere, of anger, suspicion 
or resentment. Therefore, adopt a uniform standard 
of courtesy and maintain it. There is no reason for 
being less courteous to the general public than to your 
chief. ‘Thank you,’ ‘Please,’ ‘Good morning,’ etc., does 
not require a differential spirit and no one should in- 
terpret it as such. People will respect you for its use. 
It is to be regretted, but nevertheless true that the 
majority of complaints which the head of an institu- 
tion receives nowadays are concerning either lack of 
courtesy or consideration shown by employees either 
a patient or the public. This dissatisfaction could 
have almost always been avoided had the offender used 
sufficient tact or been endowed with ordinary kind- 
ness. You must realize that the patient is not only 
sick physically, but mentally, and the same applies to 
the friends or relatives. Try not to give short and 
snappy answers to persons asking for information. 
COURTESY and SYMPATHY should prevail at all 
times.” 


Wasting the Superintendent’s Time 


There are a number of instances where a great 
deal of time is more or less wasted because of 
trivialities. It is difficult, when repeated so often, 
to have patience with the many persons who come 
to the superintendent and insist upon discussing 
their problems with him. It is to be appreciated 
that these persons are overcome with anxiety for 
their loved ones and usually a kind word of en- 
couragement helps tremendously. But fortunate- 
ly, we are provided with a “safety valve” in that 
there is intermingled into all the requests a cer- 
tain amount of humor. These episodes go a long 
way toward saving the day and the “ragged” 
nerves. The following incidents are repeated from 
actual personal experience and are an, example of 
the many and varied requests that have to be 
answered courteously. 


There was the gentleman, for instance, who had 
an insurance policy, that was rather tired of 
eking out an existence by the sweat of his brow. 
He was examined by the cardiologist and the best 
possible classification he could make was a IIA. 
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This patient returned to the hospital regularly 
every two or three days for several weeks, raising 
an outlandish fuss because we would not make it 
a IIB so he could collect the insurance money and 
retire. 


The Home Relief regulations have thus far been 
the source of many very peculiar requests. One 
that stands out in my mind particularly was the 
woman who was eight months pregnant and had 
to have a letter to prove it because the investiga- 
tor would not accept her statement without verifi- 
cation from the hospital. There were many relief 
“clients” who had no desire to get on the “work- 
ing end” of a shovel and would ask us to perjure 
ourselves by stating that they were “too ill to 
work.” Among the more unusual complaints was 
a gentleman who was disturbed—but definitely— 
because we would not give him a Turkish Bath. 


The mail also provides many an amusing note. 
There was a letter from a former patient who 
wanted to know “by return mail why her feet 
swell like balloons.” Another gentleman wrote us 
that he had been in communication with various 
concerns and had selected equipment which he 
deemed necessary to effect a cure for his condition. 
This equipment included approximately ten pieces 
and ranged in price from $50 to $225 per piece. 
He desired that we purchase this apparatus, after 
which he would be willing to spend a year with 
us and permit us to cure him of a congenital con- 
dition in order that he might obtain a Government 
position and incidentally take unto himself a wife. 


Of course, it is rather necessary that our amuse- 
ment be internal rather than external if in the 
presence of the public. 


There are many things that a superintendent 
would like to devote more time to if it were pos- 
sible. It is important that he have ideals and 
strive to make those ideals facts. Among other 
things, an intense study of various phases of com- 
parative costs of operations by months, improve- 
ment of working conditions for the personnel, the 
utilization of hospital facilities for the house staff, 
the training of future administrators, accident 
prevention, and a follow-up on the prevention of 
apparently unnecessary or careless breakage. 


Organizing the Educational Program for 
Interns 


It is an important part of the function of the 
superintendent to organize additional educational 
programs for the interns. It is true that they are 
not responsible to him for the medical care of the 
patients, but the relationship between the intern 
staff and the superintendent is generally so close 
that it devolves upon him to furnish them with 
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such extra curricular training as the facilities of 
the hospital permit.* The best time to approach 
the house staff is when they begin their service 
and following through to its termination* A 
monthly meeting, quite informal, assists in iron- 
ing out irritating difficulties and these meetings 
are well worth the time spent.° Much has been 
said on this subject and the details are too numer- 
ous to more than mention in passing, but it is an 
absorbing and fascinating phase of hospital ad- 
ministration. 


Another important and too frequently neglected 
subject is that of providing real practical adminis- 
trative training for the young physician who is 
interested in hospital administration as a career.° 
This apprenticeship affords an opportunity for 
future administrators to obtain a good background 
for the career they have selected. That it is suc- 
cessful is evidenced by the fact that the first of 
these young men that I had the opportunity to 
train is now my first deputy and modesty prevents 
me from extolling his many virtues, which merely 
proves the old adage, “As you sow, so shall you 
reap.” 


Like people, each hospital is different. The type 
of hospital, whether general, contagious, or psy- 
chiatric and the size, have a definite bearing 
on how the superintendent spends his day. The 
general hospital is the type with which we are all 
familiar. Contagious hospitals differ in that the 
superintendent, as part of his regular duties, is 
frequently required to pass judgment on the medi- 
cal conditions which necessitate isolation or emer- 
gency treatment, this being a dual responsibility 
of the medical and administration staff. 


In psychiatric hospitals, in addition to the usual 
routine administration procedure, considerably 
more time must be devoted to the relatives of 
patients and the constant changing of transfers 
of patients to state institutions. Relatives request 
that the patient be sent to a certain institution 
and within a few hours would return to ascertain 
whether or not they can be sent to an entirely 
different hospital. It was once asked of a psy- 
chiatrist if he ever had any trouble with the 
members of the families and he replied “Practi- 
cally none.” When asked how he accounted for 
this he stated that his “initial training had been 
in St. Elizabeth’s Hospital in Washington where 
he was taught to treat every visitor like a Con- 
gressman and he was still following those instruc- 
tions.” There is a great deal in this. The little 
extra time given to members of the family is well 
repaid in the knowledge that you have given them 
encouragement. 


Size, too, is another consideration. The hos- 
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pital of 500 beds has its problems, but it is smal! 
and compact and the administrator has an oppor- 
tunity for personal contact and supervision. The 
large hospital, of 2500 beds or more, does not per- 
mit this. In institutions of this size, it is neces- 
sary to deputize too much of the hospital business 
to his assistants. This requires additional super- 


’ vision and the number of problems is multiplied 


by the number of beds resulting in receiving a 
considerable percentage of the information “sec- 
ond-hand.” Even a capable deputy is not psychic 
and has no way of knowing how the administrator 
would react to unusual incidents. He therefore 
must be consulted frequently for advice and guid- 
ance. Complaints also are multiplied by the num- 
ber of beds and there are any number who insist 
upon seeing the superintendent “on account of 
because they are citizens and taxpayers” and 
make dire threats about “going over your head.” 
These could be just as ably handled by an assist- 
ant, but no one but the “head doctor” will satisfy 
them. These complaints must be investigated and 
it usually develops they are unfounded. Never- 
theless the public must be satisfied. 


Much can be said about how the superintendent 
should spend the day; how he does, rests with his 
own conscience. Sooner or later indifference and 
inaction must always pay a penalty. Harry Emer- 
son Fosdick once wrote, “The greatest joy in life is 
to be creative. To find an undeveloped situation, to 
see the possibilities, to identify yourself with some- 
thing worth while, put yourself into it and stand 
for it—that is satisfaction in comparison with 
which superficial pleasures are trivial.” No ad- 
ministrator will get any more out of his position 
than he puts into it and the greatest satisfaction, 
in my opinion is found in the knowledge that the 
task is well done. True, there are many times 
when the constant strain and unceasing problems 
tax resistance to the fullest. However, the con- 
stant changing modes continually offer new in- 
terests for development and the successful accom- 
plishment of even one new innovation supplies the 
stimulus for striving further for new fields to 
conquer. 
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Swedish Hospital Planning and Its Relation 
to Social Service Problems 





WILLIAM A. RILEY, AIA. 


NE of Sweden’s largest and newest gen- 
O eral hospitals'is now in the process of 

erection in Sodermalm, Stockholm. Ac- 
tual construction of this multi-story hospital was 
preceded by comprehensive study and research. 
This modern hospital should be of interest not 
merely for the introduction of improved hospital 
planning and technique, but for a new hospital 
educational system and its relation to the Swedish 
social system. 


The hospital will be known as “Sodersjukhu- 
set” and it will be part of a new hospital program 
drawn up for the whole public health system of 
Stockholm and its 600,000 inhabitants. During 
the process of the development of the plans, the 
Swedish Board of Health permitted Mr. Hjalmar 
Cederstrom, the architect, to incorporate his ideas 
for a hospital educational program, one important 
phase of which was the study of after-care prob- 
lems following hospitalization. 


Affiliated with the hospital is the newly organ- 
ized “Swedish Hospital Research and Statistical 
Bureau.” This center, where hospital plans and 
data are filed for the use of the entire Swedish 
hospital service, has been described by the writer 
in the July 1937 issue of HOSPITALS. In con- 
junction with the above bureau, the Royal Board 
of Health has placed at its disposal an old hos- 
pital. Here new equipment for the many rooms 
and its appurtenances may be given practical tests 
before they are finally selected for all Swedish 
hospitals. One advantage of this arrangement is 
the opportunity for hospital people to learn of the 
recent developments in hospital equipment. In 
other words, the bureau offers a postgraduate 
course for hospital administrators, doctors, and 
nurses. It is interesting to note that recently the 
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Swiss Government has authorized the architects 
for the new University Hospital at Zurich to es- 
tablish a similar research center in Zurich. 


At the completion of the new Soder Hospital 
there will be published photographs and a descrip- 
tion of the plans. For the present, the writer feels 
it is of more importance to describe the approach 
to the various hospital problems and the relation 
they have upon the present social system. In this 
particular hospital problem a survey was made 
of all the existing hospitals in Stockholm. It was 
decided that Stockholm should have three central 
hospitals, the two existing hospitals should be 
enlarged and modernized, and a new general hos- 


pital, described herein, should be constructed to 
replace several older hospitals. 


Developing the Plans for the Hospital 


In the development of the plans for the hos- 
pital, sketches were made for each department 
under the direction of the architects and in coop- 
eration with the surgeons and doctors. Many 
sketches were made and used as a basis for inter- 
national study. Hospital experts from many dif- 
ferent countries were consulted. Succeeding the 
sketches made of all the various departments of 
this hospital, a further study was made by actually 
setting up full size working models. Some twen- 
ty-two rooms, which constituted a complete nurs- 
ing unit for 32 patients, were constructed of tem- 
porary materials to be used as a basis of study. 
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Sodersjukhuset, Sodermalm, Stockholm 


With this arrangement it was then possible to 
visualize and experiment with each room of the 
nursing unit. The purpose of this was to secure 
the utmost economy in construction and equip- 
ment, with units that are duplicated many times 
in a 1200-bed hospital. In this project the unit 
described above was duplicated over thirty times. 


With experimentations of full size test models 
the general plans, including plumbing, heating, 
ventilating and electric equipment were then com- 
pleted. Hospital economy in construction and oper- 
ation is just as important in Sweden as anywhere 
else in the world. Every consideration was given as 
to the best arrangement of plan, so that the pa- 
tients might receive the greatest care, and at the 
same time help reduce the actual stay of each pa- 
tient. Thus modern hospital economy is essential, 
for each day a patient spends unnecessarily in a 
hospital means an additional expense to the hos- 
pital and city. 


Convalescent Care 


Care of the convalescent should be an important 
part of any hospital system in order to obtain 
cheaper and effective care of acute cases. The 
problems associated with the return of the poor 
and aged patients to remunerative work, rather 
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than to charity or government social security, is 
of vital importance. Of recent years there has 
been. a noticeable increase in the number of aged 
people. Advanced medical and surgical services, 
as well as improved living conditions, have been 
important factors. Then on the other hand, there 
is the serious unemployment problem. The direc- 
tor of the bureau, Mr. Hjalmar Cederstrom, be- 
lieves that if hospitals endeavor to keep ailing 
fellow humans alive they must also assist in find- 
ing these discharged patients a self-supporting 
livelihood. “If this is not solved, what is the mean- 
ing of medical development?” 


The Swedish Hospital Research Bureau has 
now undertaken investigations for a better solu- 
tion to their social problems. Through collabora- 
tion with the industries of Sweden and the future 
establishment of pension centers, some beneficial 
results should be obtained. 


A planned educational system of research sim- 
ilar to that used for the above hospital will be fol- 
lowed in the study for the rationalization of the 
existing social system. Sweden, like the majority 
of countries, not only has the problem of building 
better hospitals but also has one of creating a 
better social service for its patients. 


HOSPITALS 





bi! 
pi 
in 


co 
da 


se 














Hold That Line! 


C. CLINTON CAMPBELL 


final and complete answer as to whether 

the voluntary hospital system shall be 
preserved. The holding of a single, vital line of 
defense will determine the ultimate outcome of 
the present day struggle against the social, eco- 
nomic, and political forces seeking its destruction. 
Sum up in the order of their size and importance 
all the financial and administrative difficulties 
combining in the current hour to set up a state 
of insecurity for the hospital, and the final result 
will show but one controlling issue capable of 
destroying our present system of hospital protec- 
tion .. . one final line of defense which will prove 
to be the determining factor. 


r SIMPLE, fundamental issue holds the 


The voluntary hospital structure has been 
erected upon the basic principle that the responsi- 
bility for the creation and maintenance of hos- 
pital facilities and service rests squarely on the 
individual citizen and the community as a whole. 
This philosophy of hospital support has been the 
cornerstone of its operations; upon such a foun- 
dation it has grown and developed—giving the 
American people a system of hospital protection 
second to none. And fitting snugly into that 
structure—totally consistent with the complete 
pattern—is a partnership with the medical pro- 
fession under which the hospital and the doctor 
jointly agree to meet the needs of the sick in the 
community, irrespective of their financial ability 
to provide the full cost of that service. 


The Life Blood of the Hospital 


Actually, this sense of individual and commu- 
nity responsibility is the life-blood of the volun- 
tary hospital. The maintenance of this national 
philosophy toward hospital support is vital—for, 
the moment it is destroyed or replaced .. . the 
moment this doctrine of interdependence van- 
ishes . . . that moment shall the voluntary hos- 
pital, as we now know it, cease to exist. When 
that line falls under the attack of destructive 
forces—a new foundation will be erected. Our 
institutions may for a time show little change in 
their present form of management or their non- 
profit character—but the spark will have gone, 





January, 1940 


The Author 


@C. Clinton Campbell is the Editor of The 
Hospital Digest, New York City. 





the partnership agreement with the medical pro- 
fession will be terminated and philanthropy will 
seek other fields of usefulness. 


The Basic Philosophy of Voluntary 
Hospital Support 


Unfortunately, we are witnessing in this coun- 
try today a steady breakdown of this individual 
and community responsibility for the social needs 
of the people; and the weakening of this philoso- 
phy constitutes a real threat to the voluntary 
hospital. For this departure from the American 
system—the policies of the Federal Government 
must accept full responsibility. The question as 
to whether such policies were right and necessary 
under existing economic stress is not now in- 
volved; we but recognize only their effect—which 
was to decrease individual responsibility and in- 
crease governmental dependency. They have cre- 
ated a psychological barrier to private giving and 
have set in motion, through the wide use of the 
taxing powers of government, a vicious circle 
which interferes with the normal operation of this 
basic philosophy of hospital support. For—what 
the tax collector takes is not available for chari- 
table distribution, and the funds required under 
both methods for meeting social needs must come 
from the one source—the public. And it will not 
be willing or able to pay twice—notwithstanding 
the frequent urgings and pronouncements from 
high government officials that private agencies 
must be adequately financed. 


Further—in our problem of maintaining un- 
changed this basic philosophy of hospital support 
—it can be readily seen that there is a far more 
fundamental objection to the proposed National 
Health Bill than the mere questioning of certain 
provisions or the mechanics of administration. 
The adoption of almost any national approach to 
the care of the sick, involving hospitalization, 
would tend to set up a new national philosophy 
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concerning hospital support. The care of the sick 
would be accepted as a “primary concern of gov- 
ernment”’—and such a principle would be in direct 
conflict with the existing doctrine that hospital 
protection in any community is achieved only 
through the organized and combined efforts of 
the citizens themselves. 


It is evident that many of the forces operating 
to weaken this cornerstone of the voluntary hos- 
pital structure originate from economic and politi- 
cal sources largely beyond its control. Basically, 
the hospital is financially dependent upon an eco- 
nomic system which encourages private initiative, 
private investment and private enterprise, and any 
trends away from such a system are reflected in 
the operating difficulties of all private welfare 
agencies. It is interesting in this connection to 
observe the result of a recent canvass conducted 
by the British Institute of Public Opinion, which 
showed a considerable majority of those voting 
as being in favor of discontinuing philanthropic 
support to voluntary hospitals in Great Britain, 
and establishing these hospitals as a public service 
suported by tax funds. Of course, the struggle to 
preserve this basic philosophy of hospital support 
is not entirely a recent development in the United 
States—born of the depression or resulting solely 
from increased governmental benevolence. We can 
well recall the agitation in many communities in 
past years for shifting, to tax funds, the responsi- 
bility of the individual citizen for hospital support. 
However, the question was then localized and 
could be met accordingly ; now the issue is part of 
our whole national social picture. 


Plan for Increasing Operating Revenues 


If it be true that our primary task is to hold 
intact the present day philosophy of hospital sup- 
port—then it would appear necessary that all 
proposed solutions designed to meet current prob- 
lems should be viewed in light of their possible 
effect upon this fundamental issue. This will likely 
be found particularly applicable in any plan to in- 
crease operating revenues. The use of tax funds, 
for example, is a matter capable of exerting a 
great influence. While it is generally accepted 
throughout the hospital field that any such pro- 
gram should give consideration to the maintenance 
of the charitable status of the hospital—actually 
the acid test of any plan of government support 
is its ultimate effect upon the public psychology as 
it applies to the principle of individual and com- 
munity responsibility. And, unfortunately, the 
hard, cold problem of finding the money at the 
end of the month to pay bills does not alter this 
truth—not if our conception of the term “secur- 
ity” involves the preservation at all costs of our 
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present system and making it work in these diffi- 
cult times. 


For—the voluntary hospital is dependent upon 
the existence of this philosophy of support for its 
continued growth as well as present day mainte- 
nance. When that sense of individual and com- 
munity responsibility for the welfare of the hos- 
pital is replaced, in so far as operating costs are 
concerned, by a doctrine of governmental de- 
pendency— it is not difficult to visualize the pub- 
lic reaction to appeals for endowment, new equip- 
ment or additional facilities. Doubtless it would 
be found that the complete burden had been 
shifted. For the charitable urge is very easily 
destroyed; it is highly sensitive of its position 
and extremely jealous of its importance. It is 
constantly on the look-out for reasons which would 
justify a withholding of its benefits. All that 
would be required for it to seek other fields of 
usefulness, and without a struggle, is to convey 
to the community the impression that the hos- 
pital is adequately supported by tax funds. 


Securing Private Contributions 


It is becoming increasingly evident that one of 
the most unfortunate developments in the finan- 
cial picture of the voluntary hospital during re- 
cent years has been the tendency on the part of 
many Boards to give little serious thought to the 
securing of private contributions for maintenance 
or capital needs. They thus pre-determine that 
such an approach is hopeless under present day 
conditions, and focus their attention on the greater 
use of tax funds as the sole answer to their finan- 
cial problem. While the majority of hospitals 
should continue to press their claims upon local 
government for a more adequate percentage of 
the cost of indigent care—the preservation of the 
cornerstone of the voluntary hospital requires 
that the community be constantly reminded of its 
responsibility, and charitable support be main- 
tained at the highest possible level. We could 
never quite understand why some hospitals pile 
up a deficit year after year without making a 
strong, organized effort to obtain public support. 
Virtually, it is becaues of the difficulties present 
today that plans for enlisting such support should 
be intensified—not eliminated or curtailed. 


Some trustees point significantly to the small 
percentage of hospital income represented by phil- 
anthropy and express the hope that other sources 
of revenue may eventually be increased to a de- 
gree that would make the hospital completely in- 
dependent of charitable giving; in other words, 
the goal is to achieve a self-supporting status. 
Actually, in the absence of systematic appeals for 
community support, and the operation of adequate 
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educational programs, it will inevitably be con- 
cluded that the hospital is in such a position— 
and as a result this sense of individual and com- 
munity responsibility will vanish. Our basic princi- 
ple of hospital support can only be given strength 
and. vitality through continuous operation—not- 
withstanding the difficulties present. The most 
difficult communities in which to obtain needed 
capital funds are those whose citizens have not 
been educated to view the hospital as being in 
constant need of their assistance. 


Individual Responsibility for Hospital 
Protection 


The possibility of the hospital reaching a state 
wherein the troublesome efforts to secure contri- 
butions are eliminated, through the use of tax 
funds or otherwise, may be highly pleasant to con- 
template by those institutions now struggling to 
keep their doors open—or by those trustees who 
view this source of income too meager to put forth 
a real effort. But such contemplation would seem 
to miss completely the real point; namely, that 





private contributions, large or small, provide the 
sole, tangible proof of the acceptance and opera- 
tion in the community of the basic principle of 
individual responsibility for hospital protection. 


Our reliance in recent years upon contributions, 
as an important source of income, has been so 
greatly reduced that we have virtually forgotten 
the indispensable position they occupy in the main- 
tenance of the philosophy of hospital support now 
under attack. 


Herein is the real challenge to present day trus- 
teeship! The maintenance of community support 
for the hospital at the highest possible level can 
well prove to be the one mechanism at our disposal 
to effectively withstand the attack of those forces 
seeking to destroy its philanthropic foundation. 
And make no mistake—the burden rests upon the 
hospital to keep alive this sense of individual re- 
sponsibility ; far too many influences are at work 
in the current hour to take for granted that this 
principle will continue to exist without any effort 
on our part. It is the case of a strong offense 
being the best defense. Hold that line! 





Cellophane as a Wound Dressing 
Dr. Edward L. Howes reports in Surgery for 
September, 1939, on the use of cellophane as a 
wound dressing. 


His experience indicates that plain cellophane 
No. 600 (thickness 0.0017 in.) is the most satis- 
factory. The material is autoclaved in sheets and 
cut to the desired size at the operating table. The 
sheet is then placed over the wound, the surround- 
ing skin dried by swabbing with ether and the 
edges of the cellophane sealed to the skin with 
adhesive. During the first few hours, droplets 
of blood and moisture adhering to the cellophane 
tend to obscure the vision, but if adequate hemo- 
stasis was used at the operation, this dries in 
twenty-four to thirty-six hours. A heat lamp ap- 
plied to the area aids drying, adds to the comfort 
of the patient and promotes healing. If the col- 
lection of moisture is excessive a vent should be 
opened after twenty-four hours as a dry atmos- 
phere is more conducive to healing than a moist 
one. If vented a small square of gauze is placed 
over the vent to prevent soiling of bed linen. 


The series reported consisted of seventy clean 
wounds, abdominal incision, hernioplasties, and 
wounds of the extremities and in only one case did 
the cellophane crack. This wound healed, how- 
ever, and in no case was any infection traceable 
to the cellophane. 


The advantages claimed for the methods are: 


1 Convenience of inspection of the wound with- 
out removal of the dressing 
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2 Palpation of the length of the wound without 
danger of contamination 

3 The cellophane does not stick to the wound crust 
and may therefore be removed without discom- 
fort to the patient 

4 It is very economical 

5 It resists external bacterial contamination more 
effectively than gauze 

6 The amount of seepage or hemorrhage can be 
observed directly. 





Carl. |. Flath Becomes Assistant Director of 
the Michigan Society for Group 
— Hospitalization 


Cari I. Flath has resigned the superintendency 
of the Wellesley Hospital, Toronto, Canada, to ac- 
cept the position of assistant director of the Mich- 
igan Society for Group Hospitalization, Detroit, 
Michigan, effective January 1. 


Mr. Flath is one of the dynamic leaders in hos- 
pital administration in Canada and the United 
States. In accepting his new position he will bring 
to it, with the splendid qualifications of an admin- 
istrator, the experience and viewpoints of a hos- 
pital superintendent. 


The Michigan Society for Group Hospitalization, 
of which John Mannix is director, is to be con- 
gratulated on adding to its efficient staff an ad- 
ministrator with the qualifications, the experience, 
and the popularity that Mr. Flath possesses. 
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Organization and Management of the 
Hospital Food Service — Part Il 


E. M. GERAGHTY 


best met by a definite total department budget, 
giving a suggested allotment for food, sup- 
plies, repairs, and salaries. 


T= financial aspect of dietary management is 


Budgetary Control 


The food budget should be based upon a definite 
number of meals for members of each group: 


Groups No. of Meals 
ey UE 1) 2 1 nn a 150 
POTN RIREE 201 Sibi So oranda ee hoc eae 100 
WOME sc ache Ap Seis oa Swe seats aicen ae Gie ewe 100 
Children or whatever your set-up is......... 50 


Then, if the pay cafeteria is not used for all 
personnel, these should be added to the other 
set-up. 


Groups No. of Meals 
PUMPHENE hs cana nie ets wine Snes esas eee woke 250 
PRINT ciclo wit ie sinie > ais ee te ns RIOTS 50 


Employees or whatever personnel you have.. 250 


Giving a lump sum for food with no definition 
of the number and type of meals to be provided is 
not fair to the dietitian. The same applies to sal- 
aries. No dietitian can maintain the standards 
you like if she must cook and serve for a greatly 
increased group of people, with the personnel pro- 
vided for 60 per cent of this number. 


Give the dietitian a budget and then hold her 
for results. Let her give Thomas $10 more per 
month if she thinks he is worth it. It is the 
individual who is working for the hospital and not 
the position number. She will watch your money 
carefully and, after all, what you want is results, 
not details. The same holds true with the supplies 
and repairs. Let her have that extra refrigerator 
if she has saved the money to buy it. If your 
dietitian is even average, she will respond to this 
system like a race horse. She knows she may have 
anything reasonable in food just so she does not 
exceed her budget. She will carefully analyze the 
cost of operating her kitchen and all other units. 
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She will find that Susie, the maid on Ward H, does 
not waste butter and cream, that she is careful 
with equipment, glasses, and dishes. The butter 
and cream bill for this floor is $15 per month less 
than any other floor of equal type and number of 
patients. The bill for repairs and replacement is 
$10 less per month. So she gives Susie a raise of 
$10 per month. Susie is happy—‘That’s a fine 
place to work”—and the hospital has money to 
spend usefully instead of careless personnel wast- 
ing it. 


Meal Count and Meal Cost 


Comparison of meal costs among hospitals does 
not mean one thing today. This is due to two 
factors: 


Lack of definition of what constitutes a meal. 
Variation among types of meals to be provided. 


In some places every bottle given to a baby 
counts as a meal. In some every nourishment 
counts as a meal. In others every three nourish- 
ments count as one meal. In some places everyone 
on the pay-roll is multiplied by three and that is 
the personnel meal count. In some places guest 
meals and special nurses’ meals are counted in 
and income from these sources is credited against 
food bills. In other places the meals are counted 
in but the income is reckoned as hospital earnings. 
Again, the money received from ala carte food or- 
ders, cream, bottled beverages is credited against 
food bills here and entered as hospital earnings 
there. And even though you had all this straight- 
ened out, how could you reasonably compare the 
meal cost of a hospital with 400 ward beds, 100 
private beds, a pay service for all doctors and 
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nurses and employees with the meal cost of a hos- 
pital with 60 ward patients, 50 semi-private pa- 
tients, and 175 private patients with meals sup- 
plied for all doctors, nurses and employees? 


Waste Control 


The problem of waste control looms up. May I 
say that I think that weighing waste is the wrong 
end to emphasize and the wrong place to spend 
hospital money and personnel time? 


Spend your time and money getting good menus, 
receiving only good food, preparing food as well 
as possible in proper amounts, transporting it 
speedily, serving it daintly, preventing waste, and 
there really will not be much to weigh. 


One of the most important points in the waste 
prevention program is the issue of food to the 
cooks. Get an intelligent, competent supervisor 
who will issue only amounts needed. If she needs 
ten pints of chicken for a la king she will issue 
only eigh fowl—not sixteen or a panful. And she 
will supervise the worker to see that he gets every 
bit of the meat from the bones. 


Have the food for each serving unit ordered in 
definite amounts—pints, quarts, slices, number. 
And have a definite yield established from each 
pint or quart. 


The selective menu system helps enormously 
here because the amount of food is taken from the 
checked cards and there is little left over. Ona 
certain floor to which we would have sent at least 
30 pieces of hot bread every morning, we now send 
25 pieces for a week or so and then run down to 
maybe 10—the patients happen to prefer toast. 
Multiply this by nine kitchens and many other 
items each day and you have waste prevention 
that is worth while. 


While we are considering expense we might 
touch on the factor of control of linen. There 
should be a definite standard set for each unit 
with an absolute exchange every day. This will 
reduce your linen costs many times the cost of the 
slight increase in personnel time. But it will not 
be of any use unless this exchange is actually car- 
ried out. The worker must show the pieces before 
he gets an exchange. 


We provide uniforms and launder them for our 
workers. When the employee is engaged he is 
given a certain standard of uniforms and told the 
cost of each one and that unless he turns in this 
same amount when he leaves he will have to pay 
for the pieces at the rates on his card. And they 
turn in their uniforms. 


Equipment control can be managed only by a 
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regular inventory of movable pieces. And this 
should be a real accounting, not just marking fig- 
ures down in a book. We find that it works best 
to take a certain part of our inventory every day 
rather than to lump it all off on one day, which 
may be a busy time. The report is taken by the 
supervisor of the unit and sent to the office and 
entered by a clerical worker there. Any loss or 
marked deviation from standard may be noted 
readily and, in the majority of cases, the missing 
pieces are found. When workers need to make an 
effort to find things they usually keep them. 


Selection, Training, and Control of Employees 


You will need good personnel, fitted to the indi- 
vidual job, if you are going to get the best results. 


Personally I believe in paying people well, hav- 
ing a very definite understanding of each job, close 
working schedules and only as many people as are 
really needed. 


There should be a very clear analysis made of 
every job in the department to make sure there is 
no overlapping of duties or inefficient use of work- 
ers’ time. This should be followed by a well de- 
tailed job specification so that employee selection 
may be carried on with a minimum of effort. 


Very definitely detailed work schedules should 
be provided and posted in a place where employees 
may consult them frequently enough to be thor- 
oughly familiar with them. I have copies of our 
main kitchen and cafeteria procedure books. These 
books are well worth perusal. Each one contains 
the definite work schedules for every employee in 
the unit. Each supervisor is provided with one of 
these. In addition to this, the schedules for the 
employees and the notes on general administra- 
tion are posted on a bulletin board in each unit. 
With as definitely detailed instruction notes as 
these there can be no excuse for, “Well, really I 
didn’t know how you wanted it done.” 


Salary raises and job advancements are, of 
course, the standard ways of rewarding good work. 
However, there are many other ways to bring out 
certain minor points which seem desirable. We 
have tried out an employee grading scheme which 
has really worked beyond our greatest hopes. 


I was a bit dubious about the fairness and thor- 
oughness of the grading to be done by some of the 
supervisors. But I was wrong. They really graded 
very fairly and they analyzed the worker’s reac- 
tion to his job much better than before. I found 
them spending more time showing the worker how 
to do things better. Desirable qualities, hitherto 
unnoticed, were considered. And the workers re- 
sponded wonderfully. 
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The Working Week 


The question of working week is an especially 
difficult one for the dietetic department. We must 
have people on the job early in the morning to get 
the breakfasts out—all day long and until late at 
night we still have demands to meet. We cannot 
hurry through the morning and have the after- 
noon off. In some units, dining rooms especially, 
the workers have to follow a split hour shift. 
Afternoons off are simply out of the question un- 
less you have too much help. Some places use a 
forenoon off for half of the workers and after- 
noons off for the rest. On Sunday half the group 
are off in the forenoon and half off in the after- 
noon. The result is poor work and an atmosphere 
of tenseness and rush. Try the six day week. It is 
a lot better than the half day system. Cut your 
working force down to number actually necessary, 
tighten up your schedules and give each worker 
one day off in seven. Your work will be covered 
every minute of the working day, every day of the 
week. No more haphazard rushing to “get off for 
my afternoon.” No more half done work Sunday 
forenoon and again Sunday afternoon. Standards 
will be maintained all the time. The workers like 
it much better because they can sleep late one 
day a week, go out of town overnight if they like, 
and there is no carfare to pay on that one day. 


Time Studies and Labor Savers 


Before you can be sure you have your workers 
down to actual needs and that you have the best 
working schedules possible do a few time studies 
on each one. These time studies are the most re- 
vealing factors I have ever used. They help you 
enormously to evaluate each worker and also to 
make sure that you are doing the work in the best 
possible way. You will make many changes and 
often find you have not allowed enough time for 
a given procedure. They will show up wasted mo- 
tion and useless walking as nothing else could. 


If you have a close schedule for your workers 
and have a real supervisor directing them, I rec- 
ommend highly the use of “side work schedules.” 
These give each worker specific notes of work to 
be done and eliminate entirely the “nagging” phase 
of supervision. All side work schedules for an en- 
tire day can be made out by the supervisor in 
about fifteen minutes. These are posted before 
and after meals on the bulletin board, where the 
worker has easy access to them. There is no need 
for the constant fire of directions about this and 
that which often takes up a supervisor’s time. 
She is free now really to supervise. There is little 
chance of items forgotten with the resulting meal 
time scramble. 
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Keeping the diet chart straight takes a lot of 
time unless it is done efficiently. The paper form 
with the names of the patients on it, the diet, etc., 
which has to be written anew every day has been 
a bugbear to many a diet nurse. And how many 
times have you heard a head nurse complain that 
one patient did not get his supper or that a tray 
was left out in Room 416? 


There is a card holder here for each bed. When 
a new patient comes in, his name and bed number 
are written on a card according to the diet or- 
dered. The diet chart is checked at 7:30 and 11:30 
a.m. and 4:30 p.m. When the diet is changed, the 
old card is destroyed and a new card of the right 
color is added. The trays are set up in the same 
order as the beds. At meal hour the cards are 
taken from the rack and put in a metal card holder 
on each tray. This identifies the tray for the food 
checker and also for the nurse’s aid who carries 
the tray. There is no more chance to forget a pa- 
tient’s meal—no chance to get trays mixed in 
transit. When the trays are brought back the 
nurse’s aid puts the card back in the card holder 
on the board. A glance tells you if any trays are 
still out. So there are no more trays left out in 
“Room 416.” 


Correlation of Teaching and Practice for 
Student Nurses 


The teaching and practice for student nurses 
should recognize modern trends and fit more 
closely into the service of food for patients. It 
should be set up in such a way that the routine 
will be of distinct educational value to the nurse. 


Before this can be workable we must have an 
up-to-date set-up for our special diet servicc. 


At one time the so-called diet kitchen was the 
center for the preparation of all special diets. 
Here student nurses weighed and cooked food for 
patients whom they seldom saw and about whom 
they knew little. The food was often poorly pre- 
pared and not adjusted in any way to the income 
or food habits of the patient in his own home. 


In 1925, Lakeside Hospital in Cleveland began 
to modify the regular menu to meet the needs of 
certain corrective diets. This cut the load in the 
diet kitchen very sharply. “Average servings” 
were used for these diets. 


It was still the procedure to weigh the diets 
for diabetic patients and a few other patients get- 
ing special dietary care. It was the custom to cal- 
culate the diet to meet the prescription in terms 
of protein, fat and carbohydrate but with no con- 
sideration of size of serving. One time the “raw 
tomato” might be one slice and another item it 
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might be a very large tomato. Lamb chops and 
tenderloin steaks were used for diets for patients 
whose own budget for food would not permit the 
purchase of these items at home. Forty per cent 
cream was used to bring up the fat content of 
high fat diets. The diet, as presented to the pa- 
tient, was too mysterious to be easily followed, 
too expensive to be used in a home of moderate 
means, and often not especially well cooked. 


For many years the most progressive teachers 
have used “average servings” or “household meas- 
urements” as the basis of home diet management. 
Since it was obvious that the use of average serv- 
ings was successful in the home, the question 
arose as to why not use this in the hospital? We 
have done this for over five years and it has been 
a marked success. The food served to the patients 
is good food, well cooked, and it approximates 
closely what they would have in their own home. 
It is the humane consideration of the patient 
rather than academic attention to the treatment 
of the disease. 


In the past the emphasis was placed upon teach- 
ing the nurse dietotherapy as a separate phase of 
feeding, and there was small opportunity for her 
to know well the needs for the normal] diet. If our 
nurses are to function efficiently in the community 
they must be much more conversant with a sound 
nutrition program than could possibly be the case 
where they are given intensive training only in 
special diet planning and service. 


The Diet Nurse’s Schedule 


No program of diet planning and calculation 
has much educational vitality unless it is closely 
tied in with a sound appreciation of the fitness of 
each diet to the one individual who is to receive 
this food. The set-up for each diet kitchen should 
be such that the diet nurse’s time is spent only 
in effective measures. All food for the patients 
should be requisitioned from the main kitchen ex- 
cept such items as do not transport well or hold 
up well under reasonable lapse of time. The diet 
nurse should not be scheduled to do one single 
thing which does not make a definite contribution 
to the effective increase of her food service hori- 
zon and her retention of principles and details 
associated with diet planning. 


In brief, the diet nurse’s time should be spent 
on only five phases of the work: 


Knowing the food needs (adjusted by habit 
and financial status) of each one of her pa- 
tients 


Planning and calculating diets, where a 
corrective or rehabilitative measure is indi- 
cated, to fit each person 
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Ordering food supplies for her own diet 
kitchen 

Administering this one diet kitchen 

Class work 


The diet nurse’s entire day should be scheduled 
compactly and she should be given ready and 
understanding aid in any of her problems by a 
supervising instructor in nutrition. Every bit of 
her work should be done in her diet kitchen or 
in her class time in dietotherapy. Maids and 
other helpers should do all routine work. 


The plan we use is: 


The nurses are assigned to us for ten weeks, 
one coming on Saturday morning. We have an 
eight hour day and a six day week for them. We 
use two specially trained nurse’s aids for relief on 
each nurse’s day off. The first week is spent in 
the office of the department where they are given 
a very careful training in the principles of diet 
planning and calculation, and in food ordering. 
They spend one half day in the main kitchen and 
are given approximately eight hours observation 
of office routine. They are often present when 
dispensary patients or home going hospital pa- 
tients are being instructed. The diet nurse is 
included in all departmental conferences held dur- 
ing the week in the office. We feel that this gives 
her a much better insight into our policies and 
minor problems. She often accompanies the di- 
rector of the department or the administrative 
assistant in round making to the food production 
units. 


At the end of one week she is assigned for three 
weeks to a diet kitchen serving low priced accom- 
modations. Then she goes for three weeks to a 
diet kitchen serving a higher priced type of room. 
Her last three weeks are spent in a diet kitchen 
on a private floor. 


During the ten weeks she is with us she has 
three classes a week in dietotherapy or a total 
of thirty hours plus the teaching time given dur- 
ing her week in the department office. We feel 
that our scheme of handling the dietotherapy 
classes only during the diet kitchen service is 
the smartest thing we have done. The class work 
is much more alive when it is tied right in with 
the service assignment. 


Our class outline is a circle of ten lectures, by 
members of the medical and surgical staff on 
physical conditions present in diabetes, obesity, 
under nutrition and other disorders improved or 
cured by diet, ten talks by the director of dietetics 
on the history and principles involved in the 
dietetic treatment of these diseases and ten talks 
on the technic of diet planning for these condi- 
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tions. ‘The medical or surgical resident reviews 
all special cases in the house the day he lectures. 
The director of dietetics discusses all administra- 
tive problems in the diet kitchens on the day when 
she discusses the technic of food administration. 


This circle of ten lectures fits right in with the 
circle of ten weeks assignment so each nurse has 
every bit of class work. 


The Patient as an Individual 


The one point which should be stressed over and 
over in every contact with our food checkers, diet 
nurses and employees is that the patient is an 
individual—a mighty important individual in 
some one’s home. Every effort humanly possible 
should be made to see his point of view and meet 
and fill his dietary needs. 


Every patient in the hospital from the least ex- 
pensive bed to the most expensive private room 
should be a challenge to the dietitian worth the 
title to do her best in feeding him according to 
his needs, and as far as money and time allow, 
according to his likes. Now I do not mean to 
carry this to extremes and be silly about it or to 
use a hospital contact as a means of wielding 
personal power. A fine distinction should be made 
between desirable ends and foolishness—between 
chaos and effective management. 


Good Will Builders 


Technical proficiency and academic excellence 
may produce a splendidly managed department 
but the greatest asset you all have is the good 
will you receive from the patients you serve and 
the spirit of good fellowship among the members 
of your professional group. 


Your dietitian may do as much as any other 
individual on your staff to build and maintain 
good will for you. 


The members of your dietetic staff should be 
close enough to your patients to know the im- 
portant days which occur during their hospital 
stay. Mr. Jackson in 725 has a birthday Tues- 
day. Why not ask his wife or son to come in for 
supper with him as the guest of the hospital? 
Have a nice birthday cake and candles. The doc- 
tors and nurses on the floor will go in and sing 
“Happy Birthday to You.” Mr. Jackson and his 
guest will remember the day and the personality 
of your hospital. 


Time hangs heavy for the convalescent. The 
dietitian can help here by bringing some of the 
ones who are up and about or in wheel chairs 
down to her quarters for a cup of tea and a dainty 
bit. A mutual interest in lovely furniture, old 
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glass, books or gardening may be discovered and 
the personal influence of the hospital is strength- 
ened. The dietitian knows that Mr. Sanderson 
is going to be operated Wednesday morning at 
9 o’clock and that his wife and daughter are to 
be at the hospital. They probably hurried to spend 
as much time as possible with him and did not 
eat much breakfast. She goes to the floor after he 
has gone to the operating room, gets the wife and 
daughter and takes them to the cafeteria for 
breakfast, as the guests of the hospital. That 
kills a half hour for them and spells more kindly 
feeling toward the hospital. 


Every holiday should be observed for every- 
one—cards, favors and special menus. 


And do have cakes and a party dinner for the 
nurses on their birthdays. 


The doctors like to entertain, too. What about 
an eggnog party at Christmas time—a New Year’s 
Day at Home—a final round up before changing 
services in July and then a nice get together to 
meet the new men? That builds up the links 
among your staff men and your house men. 


And why not have an especially nice Sunday 
supper once a month and have them bring in their 
wives and other guests? 


The doctors like birthday cakes, also. Find 
out what food Doctor Simpson likes best—have 
that plus a cake on his birthday, invite a few of 
his special friends in. Do this for all your resi- 
dent staff and you will find that the “personality 
clashes” with the house staff just melt away. 


The Dietitian as an Aid in Equipment and 
Building Planning 


When you are going to get new kitchen equip- 
ment or remodel food service units ask the dieti- 
tian to help on this. 


Let me tell you about some pieces of equipment 
you might like to use some day. 


When you want a new top for your steam table 
in your cafeteria try this “flexible top.” Instead 
of four openings with enamel pans in them, a 
couple of insets for gravy (which are seldom 
used) and eight round openings with special con- 
tainers have the top made of stain proof metal 
with nine rectangular openings to take a standard 
steam table pan. You can use the pan for baking, 
roasting, transporting and storing food. 


Then have about seven collars made to take 
two standard steam table jars. 


When the cafeteria menu calls for things in 
pans just slip the pans in. When it calls for soup, 
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gravy, mashed potatoes, etc., just put the collar on 
top of the steam table and send the food in pots. 
You do not have to transfer the food from one 
pan to another and mess it up. You can always 
have the food look well because you have the right 
container for it. We put tomatoes to bake, 
asparagus, or carrot strips, or sections of cabbage, 
in this pan, add salt, cook in oven or steamer, 
add butter or sauce, send to cafeteria and serve 
right from pan. Biscuits, cornbread, coffee cake, 
rolls are all baked in this pan, sent to cafeteria 
and put right on steam table. 


We use only one type and size of pan. Then, 
without a great outlay of money, we have plenty 
of pans for any use. 


The flexible top, one type and size of both pan 
and pot will end many of the annoyances in your 
dietetic department. 


The usual pot sink has this set-up: 


1 Two faucets jutting out from the back 
and emitting water about four inches 
from the back of the sink 


A waste drain in the bottom 


The soap powder can is usually on the 
floor 


4 The brushes, steel wool, scouring powder, 
etc., are stuck on the window sill or some 
other hiding spot 


The careless pot washer throws a pot into the 
sink, hitting the faucets and knocking them 
slightly askew. He fills the wash section with 
pots thrown in haphazard. The weight and force 
of the throw buckle the bottom and pretty soon 
your pot sink begins to break away at the drain 
connection. You have it soldered. But due to 
the weight of the pots plus the strain of careless 
handling it breaks away again. Pretty soon you 
need a whole new bottom in the sink. 


The water is turned on, hits the edge of a pot 
and splashes out in all directions wetting pot 
washer and floor. 


The amount of soap powder used to assure 
washing pots in fairly clean water is tremendous. 
The amount of water used to assure fairly clean 
washing in hot enough water is also great. 


And every few days there is a call “the drain 
in the pot sink is stopped up.” 


Use this sink and this is what you will have: 


1 Partially hooded water inlets placed high 
on the back of the sink and controlled by 
valves at the top of the back prevent any 

dislocation by hurled pots. The water 
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comes out right at the back of the sink 
and does not splash on to pots. 


2 A removable perforated false bottom 
catches all strain of hurled pots and bears 
all weight of pot load. No need for a 
new bottom in sink proper. 


3 The wash water in a pot sink is usually 
greasy and covered with floating particles. 
Underneath the top inch the water is 
relatively clean. So we have a compart- 
ment nine inches wide between the wash 
compartment and the rinse compartment. 
Along the sides of this are slots three 
fourths inch wide by six inches long open- 
ing into a perforated metal strainer basket 
resting 1014 inches from the bottom of the 
sink. In the bottom of this compartment is 
a beehive strainer. When the wash water 
becomes greasy we turn in enough water 
to send the level up to these slots. The 
grease and floating particles go over into 
the strainer basket and the wash water is 
clean enough to use without complete re- 
plenishment of water and soap powder. 


4 But maybe the water is clean but has cool- 
ed down. Replacement by hot water would 
mean water consumption plus more soap 
powder again. So here we use a steam 
injector under the removable bottom— 
away from any danger to hand. The steam 
sends the temperature to the desired de- 
gree and the pot washing proceeds warm- 
ly. (Let me say that this steam injector 
is high enough from the bottom of the 
sink so that it does not interfere with 
ease of cleaning the sink.) 


* 5 Atthe left of the worker there is a swing- 
in arm holding a removable can for soap 
powder. (Off the floor at last.) 


6 At the center of the top of the back of the 
sink is a revolving rack eight inches in 
diameter with 3/16 inch holes around the 
edge on which you may hang the brushes 
used in cleaning and on top of which you 
may set the soap, the scouring powder 
and the ever present steel wool. 


How do you like those towel bars hanging out 
from the wall with soiled towels on them. Or 
worse yet, the towel drying enclosures behind 
doors where the towels dry but the odor remains? 
Try this one next time. It is just a frame made 
of gas pipe on casters and fitted with curtain rods. 
The towels are hung on the rods. The whole 
thing runs under the clean pot table. The towels 
dry in the open air—no odor offends and the whole 
thing is not unsightly. 
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Prices, Business Activity and War 


RUDOLF G. HILS 


F paramount interest to hospital execu- 
tives is the present and probable future . 


, price structure. When the question of a 
purchasing policy has arisen in the past it has 
been possible to judge one’s action by reference 
to a normal business cycle. Since 1929 this has 
no longer been possible. Vast social and economic 
changes have forced the use of a new concept. 
Before comparing the present time with the first 
World War, it is necessary to examine more re- 
cent fluctuations in business activity and the price 
structure. 


Colonel Leonard P. Ayres in his index of In- 
dustrial Production has taken the average of the 
three years, 1923, 1924 and 1925, as being equal to 
100. Following this we find that early in 1937 
industrial production had crossed 120, which was 
immediately followed by an abrupt decline to less 
than 80 early in 1938. This was the most drastic 
and sudden decline we have ever experienced. 
Many reasons have been advanced as a solution. 
It may be that buyers are somewhat to blame. 
It has been noted during the past few years that 
when the index of production has commenced to 
rise, invariably enough orders have been placed 
to increase the momentum of the rise. However, 
in spite of several years of emphasis on the need 
for corrective legislation of various types, we 
have been unable to do away with the fundamental 
law of supply and demand. Its applications have 
had an immediate effect. 


Under the stimulus of mounting orders and in- 
creased production, inventories were built up much 
faster than consumption. Accordingly, one man- 
ufacturer after another would curtail production 
to lower his inventories. Consequent reduction of 
payrolls commenced the vicious cycle-purchasing 
power declined abruptly and relief rolls increased. 
Undoubtedly, panic purchasing has played no 
small part in this picture. 


Sky-Rocketing Prices for Commodities 


The past few months have indicated that mem- 
ories of the first World War have been chiefly of 
the period when a rush was made to cover staple 
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items whose price might be sky-rocketed because 
of war demands. As an example we may cite 
sugar. All over the country housewives rushed to 
lay in a supply, with the result that retail stocks 
were rapidly depleted and prices rose out of all 
proportion. As soon as wholesalers and refiners 
were able to move their stock the price sank to a 
lower and more justified level. Even though the 
present war continues, world production and dis- 
tribution of this commodity are entirely different 
than they were twenty-five years ago. We must 
not lose sight of the fact that speculation often 
distorts the real perspective. 


I am reminded of an example in Jessie R. 
Sprague’s article, “Country Storekeeper,” in the 
Saturday Evening Post of September 30, 1939. 
George M. Davis, proprietor of a general store 
at Rock Glen, New York, tells of a fire in the 
neighborhood at the time when. sugar had reached 
twenty-six cents a pound. Friends rushed in the 
burning house to carry out valuables. Among 
them was a collection of sugar, 300 pounds in 
one pound packages. Mr. Davis rightly concluded 
that this man, like many others, had been. going 
through the countryside, purchasing his pound of 
sugar where possible. The majority of people 
thought that the price would go still higher, but 
here was an indication that hoarding had pro- 
duced an unjustified demand. Very likely specu- 
lators would be caught by a sudden price tumble. 
Mr. Davis therefore purchased only his immediate 
requirements and suffered little loss when the ex- 
pected decline arrived. 


Protecting Against Price Increases 


Applying this illustration to our own problems, 
we may well ponder before committing ourselves 
to unreasonable lengths. It is self-evident that 
no one can foretell the extent or probable dur- 
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Table 1 


PRICE TRENDS—1914 TO 1920 
From Year Book, U. S. Dept. of Commerce 
Index 1913=—100 
WHOLESALE PRICES OF TYPICAL COMMODITIES 
1914 1915 1916 1917 1918 1919 1920 
Standard Sheetings 


cents per yard...... 7.68 6.74 9.18 14.50 23.38 22.60 23.08 
Coal, Bituminous 
dollars per ton....... 2.49 2.58 2.48 2.94 3.89 4.19 3.99 


Ham and Bacon 

cents per pound.... 13.10 13.80 13.90 17.60 28.70 30.60 29.50 
Beef, Pickled 

cents per pound.... 10.60 10.60 11.60 14.10 20.20 19.60 20.50 
Pork, Pickled 

cents per pound.... 10.80 10.80 10.60 11.60 14.10 20.20 19.60 
Butter 

cents per pound.... 23.80 24.30 26.60 32.60 47.00 50.70 58 du 


ation. of the present war. If hostilities co’:tinue, 
admittedly many commodities will go to higher 
price levels. Therefore, if we can protect our- 
selves by placing orders at levels which are near 
or slightly above what we have been paying the 
past year, it would be a sound move. But how 
far in the future is this course expedient? 


The buyer of one large midwestern university 
who is a man of nation wide experience and repu- 
tation, has protected himself on some items from 
six months to a year ahead. On others he buys 
on a three months’ basis. At the end of thirty 
days, an analysis is made of the commodity in 
question, amount on hand, price trend, and next 
thirty days’ requirements. According to his de- 
ductions, he places orders for another thirty or 
sixty days and at the end of that time again re- 
views the situation. In this manner, in case of a 
rising market, he can average his costs over a 
ninety day period, so that the average cost for the 
period is less than the unit cost at the end of the 
period. Conversely, should the trend be reversed, 
his stock on hand will be consumed by current 
needs and he can again enter the market at more 
advantageous terms. 


During the years 1914 to 1918 wholesale prices 
advanced about 100 per cent, increased another 
20 per cent to mid-year of 1920, then quickly de- 
clined 40 per cent in less than a year, the period 
of the primary post-war depression. In the same 
interval, the velume of industrial production ad- 
vanced about 14 per cent and then declined to 
approximately pre-war levels. Since then our 
productive capacity has increased. Unless a con- 
tinued war demand exists, the present speeding up 
of production may again result in a piling up of 
inventories. Knock out the partially speculative 
props of anticipated war demand, and prices 
would inevitably tumble. 


Uncertain Factors in Hospital Purchasing 


It should be apparent that no definite policy can 
be established for hospital buyers. There are too 
many uncertain factors present. Witness the 
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present plight of the tobacco growers. Produc- 
tion was increasing this year. Sudden with- 
drawal from the market of Imperial Tobacco Com- 
pany, a British firm which normally takes one- 
third of the flue cured crop, caused a tumble to 
half of last year’s price, at which point the market 
was closed. 


Against this, we may point out that Britain 
has taken the entire output of wool from her do- 
minions. Domestic production. accounts for about 
half of our requirements, therefore, we may con- 
clude that this commodity will definitely rise in 
price. 


So far, the only domestic industry to receive 
substantial war orders is the airplane industry. 
Whether other industries will receive comparable 
orders is problematical. The present war is only 
a few months old from a military standpoint but 
from an. economical viewpoint it has been waged 
for twenty-five years. As to duration, we are told 
that Germany is in a much better position than 
she was in 1914. While this is true, it is only 
relative. The productive capacity and output of 
the allied powers has increased tremendously, and 
to a much greater degree than that of Germany. 
This point is worth remembering for it throws 
some light on probable allied purchases in. this 
country. 


Britain and France have joined their purchas- 
ing activities so that we can not expect sudden 
and unwarranted price rises due to one nation 
bidding against the other. Further, South Africa 
has modern copper refineries, India produces the 
best and purest pig iron in the world, Canada and 
Australia have other essential materials. It is 
reasonable to assume that purchases will be made 
within the empires of England and France wher- 
ever possible. In addition, this war has been an- 
ticipated and consequently the warring nations 
have purchased and stored enormous stocks of 
oil, cotton, and other war materials. 


For students of statistics we have inserted two 
tables. 


We note from Table 1 that the price of com- 
modities was doubled and even tripled. We can 
not assume that the same course is inevitable now 
as we have noted several indications to the con- 
trary. There also have been added new sources 
of supply for agricultural products since the last 
war. Table 2 is interesting in that it shows how 


Table 2 
TYPICAL HOSPITAL COST TRENDS—1914-1920 
American Hospital Association 
1914 1915 1916 1917 1918 1919 1920 
pT eT recone yc 2.74 3.03 3.85 4.24 4.81 5.78 
Hoepite? & ... 6.26%. 2.60 2.65 3.16 3.59 3.90 4.10 5.48 
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unit costs of two metropolitan hospitals increased 
more than 100 per cent following the first World 
War. 


Many of our economists have called attention to 
the fact that increased production thus far has 
been primarily in consumer goods and not in the 
heavy industries. Some are inclined to think that 
an increasing portion of our national spending 
will be for consumer goods. The fact that our 
population trend shows a growing percentage of 
older people substantiates this. 


Finally, we must not forget that today many 
prices are too low for adequate capital return and 
we can expect some increases without considering 
the factor of war. However, we have a govern- 


ment which has announced its intention of regu- 
lating war profits and setting maximum prices. 


It will be necessary during the next few months 
to keep our thumb on the pulse of trade. Inten- 
sive study of spot and future markets, analysis 
of business conditions and statistics is impera- 
tive. A cautious attitude is necessary. We should 
be protected on staple items for perhaps from 
six months to a year. For some commodities 
six months seems sufficient. In any event, we can 
be almost sure that prices will not be much lower 
than during the past year. Therefore, if our com- 
mitments have been obtained at such levels, we 
are protected. We can not afford to tie up funds 
in huge inventories at inflated prices which can 
collapse very readily. 





—<— 


Faith, Hope and Charity and the Paying Patient 


Faith is the trust we place in the patient’s 
promise and in the doctor’s recommendation for 
admission when the patient is received with a 
minimum deposit. Hope is what sustains us while 
waiting the promised payments—a hope too often 
long deferred. Charity is the balance left unpaid 
on discharge of the patient—and the greatest of 
these is charity. 


Faith and Hope having proved disappointing ; 
let us consider Charity. Does the hospital dis- 
pense any, and if so where is it? This question is 
asked and frequently answered in the negative 
by the public, the municipalities, by the patients 
themselves and even the doctors. Such statements 
as “You cannot get in without money”—“Remain 
in unless you pay your account’”—“Leave until it 
is paid” are thoroughly disproved daily, yet the 
same questions arise again and again. It is true 
the patient should not occupy private or semi- 
private accommodation unless the account is ar- 
ranged to the satisfaction of the hospital, nor have 
the privilege of his own doctor in a public bed if 
he does not conform to the hospital regulations 
regarding payment, but no. one requiring im- 
mediate treatment is ever refused admission, or 
sent out of a hospital through inability to pay. 


The hospital is dependent on its earnings for 
its main support. It can only obtain supplies and 
personnel to carry on its work of caring for pa- 
tients if it can pay for them. It cannot get the 
money to pay for these services unless those using 


98 


and benefiting thereby also pay, and pay promptly. 
There is no magic formula, no “widow’s cruse,” 
no “hidden stocking,” from which money can be 
obtained. It must be earned and payment at 
proper rates must be made by patients or those 
financially responsible for the patients on the pub- 
lic wards—this means in our case the municipal- 
ities and the Government. 


The hospital does dispense charity. The direct 
charity is the unpaid care given in the public 
wards and in the out-patient department, that is, 
the difference between the cost of the patient’s 
care and the amount that can be charged with 
any hope of collection at existing rates. In Win- 
nipeg General Hospital it is equal to 55,650 free 
hospital days a year or 152 free patients continu- 
ally in. the hospital—152 patients who have to be 
carried by the charitable or donated funds—a 
152-bed free hospital. 


The volume of free work alone that is done by 
this hospital is greater than the total hospital 
service of any general hospital in Manitoba with 
but one exception. 


The indirect charity given by the hospital is 
the services of the honorary attending staff, a 
contribution from the doctors which they author- 
ize when they accept staff appointment. This is 
equivalent to forty, sixty, or eighty thousand dol- 
lars a year, depending on the value placed and, 
incidentally, on who makes the valuation. 

G. H.S. 
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dispensaries and out-patient departments was 

charitable. Their patients were mostly “indi- 
gent” and destitute. As the costs of illness began 
to shoot upward, however, a change in the char- 
acter of the clientele occurred. Many others re- 
ceived service who were able to take care of their 
ordinary needs but could not afford the services of 
specialists and the costs of expensive tests and 
’ — medicine at private rates. At the same time the 
, number of persons seeking clinic care enlarged 
. — greatly. 


Tos motive for the establishment of the early 


Efforts to Meet the Costs Without Impairing 
the Service 


For these reasons and also because the costs of 
operating out-patient departments had greatly in- 
creased, along with increased costs in private med- 
ical practice, hospital superintendents began to 
' charge fees for out-patient service. At first these 
’ — fees were merely nominal, such as 10 cents for an 
> — admittance card, plus a small charge for medicine. 
| £ By 1925, however, a usual fee in the large cities, 
where most of the departments were located, had 
, [| become 25 cents. Some, in fact, charged 50 cents 

» ormore. In the same year, the Committee on Out- 
Patient Work of the American Hospital Associa- 

' tion included this statement in the standards 

' — adopted at that time: 


“It is desirable that stated fees be charged 
to patients for admission, and that additional 
charges be made for medicines, appliances, 
and other special procedures or materials.” 





By 1929 fees from patients were covering a con- 
siderable proportion of the costs of operation in a 
number of the larger departments. In addition, 
some community chests, in recognition of the 
value of out-patient service to the community, al- 


_1Committee on Out-Patient Work, American Hospital Associa- 
tion. “Ideals and Policies for the Administration of Clinics, 
Dispensaries or Out-Patient Departments Doing Out-Patient 
Work.” Transactions of the American Hospital Association. 
Chicago, 1925; vol. xxvii, p. 78. 


Note—Part of the material utilized was gathered by the Joint 
Committee of the American Hospital Association and the Amer- 
ican Public Welfare Association. 
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located funds to hospitals specifically for out-pa- 
tient department work. 


With the advent of the depression, the situation 
changed. While the number of persons applying 
for clinic service increased tremendously, the pro- 
portion of those able to pay for their care de- 
creased to an even greater extent. Thus, out- 
patient departments were faced with a much 
greater load at a time when all hospital revenues 
were sharply reduced. Persons on relief swarmed 
to the clinics, as did numerous others who for- 
merly were able to afford the services of private 
physicians. Clinic authorities had to resort to 
many devices to meet the need and yet not impair 
the quality of service rendered. 


Reimbursement of Hospitals and Clinics from 
State and Local Funds 


In 1933 the Federal Emergency Relief Admin- 
istration issued Rules and Regulations No. 7. 
Under this ruling payment to physicians for the 
care of recipients of relief was declared to be a 
responsibility of government as well as payment 
for food and shelter. While it was definitely 
stated that Federal funds should not be utilized 
to pay for already established services in hospitals 
and clinics, the ruling set a precedent.* Hospitals 
and clinics had reason to maintain that, if physi- 
cians were to be paid for taking care of public 
charges, hospitals and clinics also should be reim- 
bursed. Since physicians were constantly refer- 
ring their patients either to hospitals for opera- 
tions or other care or to clinics for special serv- 
ices which the physicians were unable to provide 
in their private offices, welfare authorities in a 





2Federal Emergency Relief Administration. Rules and Regu- 
lations No. 7 Governing Medical Care Provided in the Home to 
Recipients of Unemployment Relief. Washington, U. S. Govern- 
ment Printing Office, 1933, p. 2. 
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number of places recognized the argument as 
sound. Reimbursement of hospitals from state 
and local funds for the care of persons certified 
by the local authorities began. 


Use of tax funds in payment for clinic care to 
public charges has not been carried out nearly so 
extensively as it has for hospital care, but it has 
been instigated in some places. In 1934 Dr. Her- 
bert E. Phillips of the American Dental Associa- 
tion, in commenting on the relation of clinics to 
the FERA plan, said: 


“Some cities report that patients are de- 
serting clinics for private practice, while 
others reply that clinics resent treating relief 
patients as long as the regulations prohibit 
payment for such treatments. Reports of the 
last month indicate a growing tension on the 
question in various parts of the country.’ 


Since 1934 the tension in some places has been 
relieved by action. 


Paying Voluntary Hospitals for the Clinic Care 
of Relief Patients in Chicago 


The policy of paying voluntary hospitals for 
the clinic care of relief patients has been adopted 
principally in communities where there are no 
out-patient departments connected with municipal 
or county hospitals or where the service rendered 
in such departments is limited. The most notable 
example is Chicago. There, since early in 1933, 
hospitals have been paid more than $200,000 
yearly for ambulatory service to relief clients. 
The plan for reimbursing hospitals for out-patient 
services is part of a comprehensive program for 
medical service to relief clients, developed with the 
advice and cooperation of the Health Division of 
the Council of Social Agencies. The Health Di- 
vision serves in an advisory capacity to the Relief 
Administration on its medical relief program and 
the Commissioner of Relief looks to it for recom- 
mendations on standards, administrative policy 
and the selection of hospitals and clinics partici- 
pating in the program. Certain service and finan- 
cial standards must be met by hospitals wishing 
to participate. Reimbursement is on the basis of 
an inclusive fee of sixty-five cents per visit to in- 
clude all necessary medical supervision, drugs, 
dressings, x-rays and laboratory services. Medical 
appliances are purchased by the Relief Adminis- 
tration. 


The hospitals each month submit to the Relief 
Administration invoices, bearing the signature of 
the patient and showing the number of visits and 
total charges for each patient during the month. 


The Relief Administration then reimburses the 
Phillips, Herbert E. ‘“‘A Survey Response by the Medical and 
Dental Professions Furnishing Care under FERA Circular No. 


7." Chicago, Journal of the American Dental Association. June 
1934. Vol. XXI, pages 1087-1098. 
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hospitals for this care up to the limits of alloca- 


tions, which have previously been determined in 
accordance with the volume of service rendered 
by each clinic to persons receiving relief and have 
been limited to amounts not exceeding, on an an- 
nual basis, the deficit attributable to these serv- 
ices which is incurred by the clinic. The hospi- 
tals, however, agreed to give clinic care to all 
relief patients up to the limit of their facilities, 
even though they might be reimbursed for the 
cost of caring for only a portion of them. 


While payments by the Relief Administration 
materially aided the hospitals and prevented seri- 
ous curtailment of service, there still remained a 
large group of medically needy, not on the relief 
rolls, who were treated without charge. 


Drugs Furnished Relief Patients in New York City 

In New York City, out-patient departments may 
be reimbursed for drugs furnished relief clients. 
The voluntary hospitals are not paid by the City 
for out-patient care of persons on relief. This 
policy, however, was advocated in 1937 by the 
Hospital Survey of New York. Recommendations 
were made, in fact, that (a) medical and dental 
service for ambulatory patients be provided in ap- 
proved out-patient departments . . . and (b) the 
out-patient departments and the physicians and 
dentists serving in them or in private offices be 
adequately compensated from tax funds for this 
service.t The Commissioner of Hospitals has ex- 
pressed his approval of these recommendations in 
principle. 


Assistance from Tax Funds to Venereal 
Disease Clinics 

In Boston, the city has assumed no responsi- 
bility. In Baltimore, the Baltimore Emergency 
Relief Commission did at one time make lump-sum 
payments for drugs furnished out-patients, but 
this practice has been discontinued. In St. Louis, 
the city has recently decided to pay several out- 
patient departments for the care of persons on re- 
lief in venereal clinics at the rate of 50 cents per 
visit. Funds are to be provided from both the 
city and the state. Small amounts are also re- 
ceived from county courts in Missouri for ambu- 
latory care of patients referred by them. A small 
number of departments in other cities in the 
United States (about 50) also reported to the 
Joint Committee either payment from local, state 
or Federal sources for the support of venereal 
and/or orthopedic clinics, or some cooperative plan 
for the operation of a venereal clinic. 


The United States Public Health Serviec re- 
ports that every state except one is furnishing 
free drugs to clinics and to physicians for the 


United Hospital Fund, Hospital Survey for New York, Re- 
port of, Volume II, New York 1937. p. 821. 
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treatment of “medically indigent” patients with 
a venereal disease. In Massachusetts, the State 
Health Department pays voluntary hospitals 75 
cents per out-patient visit of patients with a ve- 
nereal disease who are unable to pay the nominal 
charges for treatment. Nineteen private agencies 
are cooperating in this arrangement and, in ad- 
dition, three receive some aid from local boards of 
health. The Pennsylvania state health depart- 
ment has a cooperative arrangement with 43 hos- 
pital clinics in which the hospital furnishes the 
clinician and rooms and the state provides the 
necessary supplies. 


Reimbursement Policy in San Francisco 
In San Francisco, a Central Medical Bureau was 
established by the relief authorities late in 1932 
as a Clinic for relief patients. Cases which re- 
quire special service, x-rays or extensive labora- 


tory work are referred to the out-patient depart- 


ments of voluntary hospitals. Reimbursement is 
made on a visit basis, at the rate of 65 cents per 
visit, regardless of the type or cost of service. 


Other Data Received from Voluntary Hospitals 
in Answer to Questionnaires 

Some of these data, as well as similar informa- 
tion from voluntary hospitals in other communi- 
ties, were obtained from postcard questionnaires 
on the subject sent out under the auspices of the 
Joint Committee of the American Hospital Asso- 
ciation and the American Public Welfare Asso- 
ciation.” The Boston Health League also kindly 
put at the disposal of the Joint Committee statis- 
tics on the subject obtained from welfare depart- 
ments in cities and towns in Massachusetts. 


In about a fourth of the urban places in Mas- 
sachusetts with populations of 2,500 and over, 
welfare departments reported that they assume 
some responsibility for ambulatory as well as bed 
care of the medically indigent. Fifty cents a visit 
was the rate of payment most commonly men- 
tioned. Outside of the state of Massachusetts and 
other localities previously discussed, affirmative 
postcard replies were received from 31 hospitals 
in 21 cities and towns in the District of Columbia 
and the following 11 states: California, Connecti- 
cut, Kentucky, Maine, Michigan, New Jersey, New 
York, North Carolina, Rhode Island, Utah, and 
Virginia. Fourteen of these replies came from 
hospitals in New York state. 

The city in which the hospital was located was 
not always the governmental authority reported 
as paying for out-patient care. In some cases pay- 





“The inquiry was made to all voluntary hosptials (exclusive of 
those for tuberculosis and mental diseases) with recognized 
departments, except those in the state of Pennsylvania and in 
the cities mentioned above in which the situation was already 
known. Cards were sent to hospitals with large and small de- 
partments, in all sections of the country, those located in small 
towns as well as those in the big cities. About two-thirds of 
nearly 300 hospitals replied. 
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ments were made by one or more county depart- 
ments of welfare. A large teaching hospital in a 
Southern city reported that payments were re- 
ceived for clinic care of public charges from 15 
counties in the state, although not from the 
county in which the hospital is located. 


A personal letter sent to superintendents of the 
31 hospitals replying affirmatively to the postcard, 
requesting further details, elicited 26 replies. Ex- 
cerpts from a few are given below as further illus- 
tration of the acceptance of financial responsibil- 
ity by governmental authorities for the clinic care 
of public charges, and of various methods em- 
ployed to administer payments of public funds 
for this purpose. 


In California, the Los Angeles County Hospital 
pays the Pasadena Hospital for services rendered 
to county patients at its out-patient department 
at the rate of 50 cents per visit and also makes 
reimbursement for necessary laboratory and x-ray 
examinations and for drugs and appliances. By 
this means, legal resident county patients are 
saved the otherwise necessary trip to the County 
Hospital in Los Angeles and the Pasadena Hos- 
pital is partially reimbursed for the clinic care of 
such patients. 


In Rochester, New York, payment from public 
funds for out-patient service started on July 1, 
1935, when the Department of Public Welfare of 
the City of Rochester agreed to pay for the care 
of clinic patients on the relief rolls. Reimburse- 
ment is at the rate of 50 cents per visit. Hospi- 
tals are also reimbursed for special drugs at cost, 
for x-rays at a schedule slightly below cost, and, 
in certain cases, for appliances. Ordinary drugs 
are included in the payment of 50 cents per visit. 
Late in this same year, county and town welfare 
officers outside the city of Rochester also agreed to 
pay 50 cents a visit for patients referred by them 
to the out-patient departments, as well as for the 
costs of x-ray and special prescriptions. 


In Buffalo since 1935, Erie County has made 
lump sum contributions to several out-patient de- 
partments on authority of the State Department 
of Social Welfare, “for the relief of poor persons — 
permanently or temporarily within the county.” 
Payment is not based on the number of clinic vis- 
its nor upon the amount of drugs or special serv- 
ices provided. According to one informant, how- 
ever, since the beginning of 1938 a monthly 
report of the number of visits to the out-patient 
department has been required before payment 
from tax funds is made. One hospital in Buffalo 
has received a lump sum appropriation from the 
county for the support of its out-patient depart- 
ment since 1878, shortly after the establishment 
of the dispensary which preceded the hospital. 
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A hospital in New Jersey is reimbursed by two 
nearby municipalities for clinic visits by patients 
referred by them. An orthopedic hospital located 
in the same town is paid by four municipalities on 
a lump sum basis but the amounts received are 
said to be insufficient to cover the cost of caring 
for the patients referred. In addition, payment 
is secured from several other cities for x-rays, spe- 
cial medicines and special apparatus. 


A third hospital in a neighboring New Jersey 
town receives payment by the municipality for a 
small number of patients at the rate of 50 cents 
a visit, plus payment at a reduced rate for x-rays 
and special services. The towns in which these 
hospitals were located both had populations of 
less than 50,000. 


A hospital in Louisville, Kentucky, has for the 
last year been receiving payment from the county 
for clinic care not only for persons on relief but 
also for those with low incomes and for other med- 
ically needy persons on the basis of 50 cents per 
visit, plus extras. 


State-Wide Payment of Out-Patient Service 


So far as is known, the only state-wide example 
of payment for out-patient service to public 
charges has just been instituted in Pennsylvania. 
Beginning on February 1, 1939, hospitals have 
been permitted to invoice the Board of Assistance 
in the county in which the hospital is located for 
the care of relief patients at the rate of 50 cents 
for each out-patient visit. X-rays necessary to 
determine the existence of fractures may be billed 
at $5 each. Any hospital, state-aided or non-state- 
aided, may participate if it has a recognized out- 
patient department. Since the funds appropriated 
for this purpose are limited, hospitals in many 
counties will be reimbursed for only a portion of 
the 50-cent charge. The regulation is significant, 
however, in that it recognizes the responsibility of 
local welfare authorities for the medical care in 


clinics of persons on the relief rolls. The plan is 
a part of the “outside” medical service program 
for public charges inaugurated in Pennsylvania 
under the State Public Assistance Department, 
September 15, 1938.° 


Conclusions 


From the replies received it is evident that tax 
funds are being paid for the care of public charges 
in the clinics of voluntary hospitals to some extent 
in various sections of the country. It is also clear 
that this policy is, for the most part, a recent one 
and has been instituted in many places as an indi- 
rect result of FERA Rules and Regulations No. 7. 
While reimbursement from tax funds has been of 
material assistance to some out-patient depart- 
ments, the amounts received have been insufficient 
to cover the costs of the service rendered. 


What conclusions can be drawn from the data 
presented? Certainly, it is significant that wel- 
fare authorities in a number of communities have 
recognized their responsibility for the care of 
public charges in out-patient departments as a 
part of their public welfare programs. When this 
policy has been put into effect, it has assisted hos- 
pitals to carry the burden of the greatly increased 
volume of out-patient work. The basis on which 
payments from public funds should be made for 
out-patient service and the methods whereby the 
relationships between the hospital and the public 
agency shall be made satisfactory to both sides, 
need further study. The general problems are 
similar to those involved in the payment of public 
funds to voluntary hospitals for bed care, but the 
more fluid nature of out-patient service compli- 
cates the administrative aspects. If public au- 
thorities continue to reimburse hospitals for clinic 
care of public charges, another and broader issue 
will be raised, namely, remuneration to clinic phy- 
sicians. 


mae iy of the Hospital Association of Pennsylvania, March 
» Dd. ° 
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Refrigerating Blankets to Treat Cancer 


Cracked ice was the original physical modality 
used for the refrigeration (‘frozen sleep”) treat- 
ment of inoperable cancer. The method has been 
greatly improved by the recent development of 
refrigerating units in blankets which contain coils 
of tubing. These new refrigerating blankets, 
thermostatically controlled, are in some respects 
similar to the electrically wired blankets used to 
create artificial fever. 

More than 80 patients with inoperable cancer 
have thus far been treated by the refrigeration 
method, Dr. Temple Fay of Temple University, 
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Philadelphia, recently announced at a dinner 
meeting of the New York City Cancer Committee. 
It has been possible to maintain the body at tem- 
peratures of 75° F., more than 23° below normal. 
Periods of treatment ranged from twenty-four 
hours to eight days. 


Gross evidence of regression of tumors and im- 
provements in the patient’s general condition, said 
Dr. Fay, offers hope that refrigeration therapy is 
reasonable. 


Modern Medicine, December, 1939. 
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Discharge Arrangements for Hospital Patients 


FRANCES M. MONEY 


admission of patients, but less informa- 

tion is available regarding the circum- 
stances under which patients depart from the hos- 
pital. Discharge arrangements are extremely im- 
portant from the point of view of the patient’s 
subsequent health progress, the opinion of his 
community concerning the hospital, and the effi- 
cient use of the institution itself. Large public 
hospitals probably have more reason to be con- 
cerned about the circumstances under which pa- 
tients leave than do the private ones. 


M has been written concerning the social 


Several years ago we discovered at the Uni- 
versity of Minnesota Hospitals that some patients 
calmly lingered in the hospital two or three days 
after the discharge note was written by the doc- 
tor, or became emotionally upset admitting for the 
first time that they had “‘no place to stay,” others 
failed to return to the clinic, while others returned 
having neglected to carry out medical recommen- 
dations made at the time of discharge. 


This set of problems caused us to work out a 
practice which has been in operation long enough 
to make us familiar with its advantages and dis- 
advantages. It is a complex matter getting a pa- 
tient properly on his way. The doctor, the nurse, 
and the social worker must engage in prompt 
team-work, while the admission office awaits re- 
sults, hoping hourly for the empty bed. 


Outline of Procedure 


1 The physician writes an outline of discharge 
orders in the patient’s medical record, and fills 
out a discharge slip for the use of the head nurse 
indicating that the patient is ready to leave, and 
when he is to return, providing he is to attend the 
out-patient department rather than visit his local 
doctor. Prescriptions for medication which the 
patient will take with him are attached to this 
discharge slip. 


2 The nurse telephones the medical social 
worker that the patient is medically discharged. 
Next she writes the appointment as indicated by 
the doctor, for the patient’s clinic visit, if he is to 
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return. She then awaits developments instigated 
by the medical social worker. Her part in the dis- 
charge procedure is not finished but she cannot 
continue until the social worker reports certain 
developments. 


3 The medical social worker consults the dis- 
charge recommendations as they appear in the 
medical record, and reviews them with the patient 
supplementing any explanation which he did not 
grasp or remember as presented by the doctor. 
She then asks him his plans for getting home, 
emphasizing the date of his discharge. This is 
a crucial point. The patient may have adequate 
plans, and apparent ability to carry them out, or 
he may be without a destination, without a cent 
for travel, or too ill to be in a private home unless 
there is someone there who is able to give him 
nursing care. Convalescence cannot be offered on 
our hospital wards, nor can chronic hospital care. 
Possibly the patient is going to be bedridden 
indefinitely and is not able to make plans for him- 
self. 


If the patient is fairly competent and under- 
stands the medical recommendations his doctor 
has made, and apparently can carry them out 
without assistance, and he has a home of his own 
or with relatives to whom he may go and has 
means to get there, all is well. The social worker 
merely telephones the responsible relative to come 
for the patient unless it is found that he is able 
to return home alone. If relatives are to take him 
home the social worker may have to emphasize 
tactfully the exact time to come for him so as not 
to extend convalescence of the patient in the 
hospital. But this type of case is relatively un- 
complicated. With the above accomplished the 
social worker makes an entry in the medical record 
under the physician’s discharge recommendations, 
stating exactly where the patient is going, when, 
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and how. At the same time she gives the same 
information to the head nurse. 


We will return to the nurse’s role but first we 
will consider the patient who is apparently with- 
out relatives, can no longer live alone, is without 
funds and has a poor prognosis for recovery. The 
social worker is under considerable pressure to 
make a sound plan for this patient upon short 
notice. She has to take into account the follow- 
ing factors: the patient’s attitude toward his 
problem and ability to participate in arrangements 
for his future; the wishes of relatives if he has 
any who are to some extent responsible; the 
amount of financial aid which can be counted 
upon from public sources; and the availability of 
a treatment resource such as a local doctor or 
nursing home in the patient’s home community. 
It is barely possible that a sound plan cannot be 
worked out and all parties convinced of their re- 
sponsibilities in less than two or three days. When 
arrangements are completed they are written into 
the record and the nurse told when she may ex- 
pect to have the patient ready for departure. 


What further does the nurse have to do? 


4 The nurse gives the patient his appointment 
slip for return to the out-patient department if he 
is to receive subsequent medical care there, and 
whatever medications have been prescribed. She 
then has a ward attendant take him and his record 
to the bookkeeping office where his account is 
checked, and where he claims such valuables as 
he may have placed there for safekeeping upon 
admission. With these things accomplished, the 
patient is “discharged.” 


5 As soon as it is conveniently possible, and de- 
pending somewhat upon whether the patient is 
to receive subsequent medical care at the Uni- 
versity out-patient department or from the local 
doctor who referred him to the hospital, the chief 
of staff sends a summary of hospital findings and 
treatment to the referring physician. These med- 
ical reports are sent for all patients irrespective 
of the rate or source of pay for hospital care. 


We have found after following the above plan 
for a period of six years, applying it to all patients 
except those under private care that there are 
definite advantages and disadvantages associated 
with it. 


Advantages 


There are certain favorable results which de- 
velop for the patient, the community, and the 
hospital itself. 


The patient has an opportunity to discuss his 
medical recommendations with someone who 
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knows them, after he has reflected upon what the 
doctor may have told him in a somewhat hurried 
or technical manner. If his discharge rests upon 
his untreatability rather than upon a favorable 
response to recent therapy, it may be that he will 
ask the social worker questions she is unable to 
answer. When this is so she can summon the 
doctor who will talk with the patient further. 
Every effort is made to see that the patient has 
what is to him a satisfactory explanation of his 
medical condition and aid in making plans for 
further care. 


The “improved” patient gains through having 
his recommendations checked by someone who 
will help him remove social obstacles to their ex- 
ecution, and through having clarified for him his 
own part in carrying out what his doctors have 
advised. Lastly if he is paying the per diem rate 
rather than receiving care at county and state 
expense he is enabled to leave at the earliest pos- 
sible time thus conserving his funds. 


The community profits by the discharge pro- 
cedure because with a few exceptions patients are 
discharged on the day the doctor is ready to re- 
lease them. This is a saving of public funds be- 
cause many patients cared for in this manner are 
inclined to linger a day or so, especially if they 
do not feel very vigorous, and relatives can more 
conveniently come for them a day, or several days 
later. For these patients necessary contacts are 
made with the County Welfare Boards and county 
nurses, so that not only does the patient receive 
as complete an extension of the hospital’s program 
as is possible, interested local agencies are shar- 
ing in the responsibility with an understanding of 
what is involved. 


The hospital itself gains by this procedure, first 
by obtaining a bed without delay when a patient 
is discharged medically. The hospital is thus able 
to give greater satisfaction to the patients on the 
waiting list, to the local doctors on the subject of 
intake, and to the medical school in regard to 
teaching material. Again, the recommendations 
made by the doctors at the time of discharge have 
a higher probability of being carried out then 
when the possibility of their execution is not 
looked into by someone of the hospital staff; and 
lastly, the patient who cannot understand or ac- 
cept the initial explanation made by his doctor is 
discovered before he leaves, the social worker and 
if necessary the physician going over the ground 
with him again. 


Disadvantages 


The doctors get into the habit of thinking that 
the medical social worker will make all plans im- 
mediately upon their decision to discharge the pa- 


HOSPITALS 








fo) 





i, A ee doe fe: J 





tient, and consequently do not refer some days in 
advance those patients who will need a totally 
different regime from the one supporting them 
at the time of admission. Consequently, in a few 
cases the patient who could otherwise be released 
on the day the doctor wished, may have to stay 
a day or two longer, which after all is better than 
a week. A bedridden man requiring terminal care 
cannot be sent out at a moment’s notice, if he has 
no home to go to and needs transportation’ by 
ambulance whatever his destination. Such cases 
obviously present difficult social problems and 
should be referred early enough to insure sound 
plans with responsible parties. 


Immediate response to the discharge call may 
be detrimental to other work. In order to dis- 
charge a patient on the day he is medically ready 
to go, which is the day the social worker is noti- 


fied, case work and clinic work fall into second 
position. One questions whether these other duties 
are not as important to be done without interrup- 
tion or delay. 


A third disadvantage is spending so large an 
amount of time on the total group of hospital pa- 
tients at the time of discharge checking records, 
telephoning to relatives and talking to patients, 
that it is not possible for the social workers to do 
as thorough and careful work as is desirable for 
those patients with more serious problems. 


Without question there is a social component 
in the discharge procedure, but like one hundred 
per cent review of ward admissions it should not 
be attempted unless the staff is large enough to 
ensure satisfactory service in this area and others 
where greater responsibilities have already been 
placed. 
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Administration 


FRANK B. GAIL 


mortal Shakespeare, “Loose now and then a 

scattered smile and that I will live upon,” is 
just as practical today in the operation of a hos- 
pital as it was in the circumstances under which 
he wrote it. 


T= application of the quotation from the im- 


An Administrator With a Smile 


We never question the value of a pleasing 
personality in the contacts of the administrative 
staff with our patients, but how many of us have 
analyzed ourselves as administrators with regard 
to our own smile dispensing qualities? We read 
and listen to articles and lectures on personnel 
morale, wherein are stressed such topics as job 
analysis, job specifications, salaries, vacations, 
hours and sick leave, all admirable and necessary 
parts of a personnel program. We are told that 
the administrator must be honorable and just, have 
diplomacy and tact, be a judge of human nature 
and have a direct sense of responsibility; these 
are essentials if he is to be successful in his job, 
but the one thing we fail to hear and read and 
which should be regarded as elemental is the right 
personal attitude of the administrator to the 
worker. 


However elaborate an employee relation. pro- 
gram may be the attitude of the “Head Man” will 
be reflected to the lowliest of his workers. When 
he comes to his desk with a grouch and in his first 
contacts works it out on his nursing director, 
dietitian or housekeeper, the effect of this attitude 
is reflected down through the whole force, the 
whole day is colored and the personnel morale and 
even efficient hospital management is seriously 
handicapped. When I say this I am not moraliz 
ing or going sentimental, I am simply stating a 
logical fact. 





Presented at the Hospital Standardization Conference of the 
Twenty-ninth Clinical Congress of the American College of 
Surgeons, Philadelphia, October, 1939. 
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Respect Breeds Self-Respect 


To be a success, any personnel program should 
begin with the administrator. An administrator 
should not have so exalted an opinion of himself 
that he cannot relax and give a pleasant smile of 
recognition and perhaps a word of greeting and 
praise to the most humble of his employees. To 
keep co-workers content he must convince them by 
his personal attitude that he feels they are im- 
portant to the organization. I cannot conceive of 
an administrator so busy or so important that he 
can disregard this essential human relation. The 
kindness and courtesy of the administrator to all 
employees help to create good soil in which the 
seed of personnel morale can be planted and nur- 
tured. I do not think that any of us question the 
fact that the hospital and its personnel reflect the 
administrator’s personality. Even if our hospital 
is large enough to have an established personnel 
department the attitude of the administrator to 
his working staff is still the controlling factor. 


I do not wish to minimize in any degree the 
value of the various phases of personnel relations, 
but I do wish to stress again that unless we as 
administrators recognize the importance of our 
contribution in the light of a kindly smile and a 
pleasant greeting to all our people as we meet 
them, then. we can never expect to profit to the 
fullest degree from a personnel relations program, 
however elaborate. So let us loosen up our faces 
and relax our dignity and determine for ourselves 
to what extent the hospital reflects the adminis- 
trator. 


Admitting and Discharging Procedure 


Get a “personality” in your admitting office. A 
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person with a smile, good to look at, if possible, 
but preeminently a person of refinement and cul- 
ture, possessed of business efficiency and ability 
to analyze character; a person who can be humane 
and firm at the same time. What a paragon of 
virtues I am describing! We who have a person 
in our employ possessing these characteristics are 
indeed extremely fortunate. 


An admitting officer who does not have tact, 
diplomacy, courtesy and firmness is costing his 
hospital much in money and good will. If the 
administrative problems arising out of dealings 
with patients and their relatives are analyzed it 
will be found that the great majority of them can. 
be traced to inefficiency in the admitting function. 
Personnel must be selected for this duty who will 
meet patients in such a manner as to impress them 
favorably and who will secure the necessary data 
with courtesy and without giving offense. While 
certain routine in admissions is necessary, errors 
in routine can be corrected, but errors in tact, 
diplomacy, and courtesy can only be smoothed 
over, they are never corrected. They leave a last- 
ing impression. 


Admitting Department May Assist With Collection 
of Unpaid Hospital Bills 


In. addition to the important admitting function 
an admitting officer can also be made the greatest 
single force in the hospital in the collection of 
patients’ bills, both during the patients’ hospital 
stay and following discharge, if the bill is still 
unpaid. The ground work laid in this contact will 
largely determine the efficiency of a collection pro- 
gram. Who could be better qualified to take care 
of this important function? Who knows the 
patients’ economic status better? The patients’ 
first contact with the hospital was in the admitting 
office. They have sat privately and given to the 
admitting clerk almost all their life’s history. 
They have had explained to them in full detail 


the approximate cost of their hospital bill, and in. 


turn they have told to this officer their own finan- 
cial story and usually they have paid the first 
week’s charges on admission. This officer knows 
the patients in intimate detail and is better quali- 
fied to discuss and follow up delinquent accounts 
than anyone else in the organization. 


By all means use your admitting officer for this 
credit work, or if this is not possible, have your 
credit officer consult with the admitting officer as 
to the best methods to use in following up collec- 
tions in individual cases. 


Responsibility for Scientific Work 


The administrator should take an active interest 
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in the scientific work in his hospital. He should be 
interested in any constructive educational pro- 
gram and secure the cooperation of the staff in 
its effective presentation. The scientific education 
of the interns should also be his active concern, 
and throughout the year he should assist in pro- 
moting lectures by the staff men on subjects of 
interest to the intern. 


The best way to handle this project would be to 
have appointed by the staff a chairman of intern 
education and assist this appointee to work out a 
popular program and secure qualified speakers. 


It is also a good plan if the administrator is 
made a member of the medical staff program com- 
mittee and works as its secretary and assists the 
chairman of the committee in securing competent 
speakers to present the various scientific topics 
to be discussed. 


Conferences of Administrator with Heads of 
Departments Arranged on Regular Schedule 


When we become aware of another’s problem 
we become less critical and more cooperative. 
The regular conferences of the administrator with 
department heads is the most satisfactory method 
of acquainting each member of the staff with the 
problems of the other members and the problems 
of the hospital as a unit, and thus lead to a more 
smoothly working organization. Group confer- 
ences should be arranged on a regular schedule, I 
believe not more often than weekly, and at a time 
of the day best suited to individual conditions. 
Care must be taken that the employees’ time is 
not over-burdened with conferences that would 
take them away from their departments when 
they are needed. 


I do not believe that conferences should be ar- 
ranged on employees’ time and under no condi- 
tions during meal hours. Meals should be kept as 
free as possible from the discussion of hospital 
problems. 


The round table method is best adapted and 
will prove most popular and profitable in securing 
desired results. If a new procedure is to be intro- 
duced the demonstration method will be found use- 
ful. It is most essential that minutes be kept of 
the meetings and that they should be available to 
all attending so that instruction and duties as- 
signed at the conferences may be followed out and 
checked for performance at the following meeting. 
Conference programs should be planned in ad- 
vance so that they can be made interesting and 
instructive. To further this, leaders in discussion 
and demonstration should be appointed in advance 
of the meeting. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 
Whether Charitable Institution Is Liable for 
Alleged Negligence in Failing to Take 
X-ray of Injured Leg 


Welch V. Frisbie Memorial Hospital (New Hamp- 
_ shire). 


Plaintiffs, husband and wife, sought to recover 
damages for injuries sustained by the wife as a 
result of the alleged negligence of the defendant’s 
employee in failing to take a complete x-ray of the 
plaintiff’s injured leg. It was held by the court 
that in the absence of a rule of law in the juris- 
diction which would exempt the hospital from 
liability on the ground that it was a charitable 
institution, the ordinary rule of respondent su- 
perior would apply, and that the trial court had 
properly submitted the question of the negligence 
of defendant to the jury. This case has not as 
yet been reported in full, but will appear com- 
pletely reported in an early issue. 


——_<———— 


Judgment Against a Hospital Based Upon 
Negligence of a Nurse Causing Burn 
from Hot Water Bottle 


Bishop Randall Hospital v. Hartley, 24 Wyo. 408, 
160 Pac. 385. 


Plaintiff Hartley recovered a judgment in the 
district court against the hospital, based upon the 
negligence of a nurse in. the employ of defendant, 
in applying hot water bottles to plaintiff, whereby 
he was burned. 


Defendant had been organized under the provi- 
sions of Ch. 280, Compiled Statutes 1910, which 
permitted the organization of corporations, “To 
establish and maintain. hospitals and infirmaries 
for the cure of the sick.” The corporation in ques- 
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tion had no capital stock and had made no provi- 
sion for the payment of dividends to anyone. 
Further, defendant’s funds came largely from 
charitable donations, and patients who were un- 
able to pay were cared for free of charge. 


In determining the question whether defendant 
was a charitable organization it was said: 


“Such being the state of the facts as dis- 
closed by the record, we are of the opinion 
that the hospital was and is a charitable in- 
stitution within the meaning of the law. The 
fact that it charges for the accommodations 
and care bestowed upon patients who are able 
to pay does not change its character.” 


The question of liability was treated in the fol- 
lowing language: 


“Holding then as we do that Bishop Randall 
Hospital is a charitable institution, we come 
to a consideration of the second question. 
There is no allegation, proof, or claim in the 
present case that there was any negligence on 
the part of the managers of the hospital in 
the selection or employment of the nurse 
whose negligence is claimed to have caused 
the injury. The authorities are almost unani- 
mous in. holding that such institutions are not 
liable in damages for the negligence of their 
physicians or nurses, in the absence of proof 
of negligence in their selection. 


“Upon the undisputed facts in this case, 
under the law as we find and believe it to be, 
this hospital is a charitable institution, and 
not liable for injuries sustained by a patient 
therein by reason of the negligence of its 
nurses, in the absence of proof of negligence 
in their selection or employment... .” 


This concludes the cases reported in. the United 
States. In issues to follow, the hospital law of 
the provinces of Canada will be dealt with. 
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presented before the American Hospital Asso- 

ciation on the subject of hospital insurance. It 
was written by J. F. Kimball of Dallas, Texas, 
titled “Group Hospitalization,” and read at the 
Toronto meeting of 1931. In it, he described two 
years’ experience with a plan at Baylor University 
Hospital. During the intervening eight years 
since our last official visit to Toronto, a plan has 
grown to a program. Papers and reports on this 
program have blossomed in the records and liter- 
ature of American hospitals like dandelions on 
the front lawn and there are now almost sixty 
community non-profit hospital service plans ap- 
proved by the American Hospital Association in 
the United States and Canada. No other single 
development in the history of hospitals on this 
continent has had so much social and economic 
significance or provoked so much interest and de- 
bate among friends and foes within and without 
the hospital field. Periodic appraisal of any pro- 
gram is not amiss and it is in that vein that I 
venture these comments. 


I; is now eight years since the first paper was 


The occasional growing pains of hospital insur- 
ance have been. hailed by some critics of group 
hospitalization as symptoms of a serious ailment. 
By those who are closely in touch with the program 
throughout the country, these pains are regard- 
ed as almost inevitable in a child born in a hospital 
and reared during the first few years of his life 
in a rough and tumble community atmosphere. 
He has been bullied by the neighbor’s boys and 
promoted too vigorously by his guardians. At 
times he has been set to tasks beyond his strength 
and parental control has often lacked in wisdom 
and experience. Even his avowed friends have 
taken unfair advantage of him and he may be 
pardoned if here or there he has faltered a bit in 
his precocity. He has a number of professional 
advisors and the majority of these agree that the 
prognosis is good. They adm’ that there may 
still be pitfalls in his path and that he may have 
to adapt himself better to his environment. They 
know no reason, barring unforeseen misfortune, 
why he should not grow to healthy manhood. 


Some Recent Criticisms 
A magazine which stresses the business, rather 





Presented at the American —’ Association Convention, 
Toronto, Canada, September 27, 
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than the science of medicine, which carries much 
patent medicine advertising and is mailed free to 
128,000 doctors, recently featured an article with 
the flaming title, “The Crisis in Group Hospitaliza- 
tion.” It describes the “growing pains” and pre- 
scribes the following treatment: (1) exclusion of 
pathology, x-ray and anesthesia from the con- 
tracts; (2) increased medical representation in 
the administration of the plans. Paradoxically, 
however, the article lists faulty enrollment, in- 
ordinate growth, unexpected epidemics and abuse 
by doctors as the main factors where financial 
difficulty has threatened. Confusing also is the 
criticism which is implied in describing the med- 
ical boards which are used in some plans to pre- 
vent abuse and to protect the interests of all sub- 
scribers. Reference is made to places where there 
has been no adjustment of the agreed-upon per 
diem rate and much ado is made of complaints by 
hospital representatives that the hospital loses 
money on hospital insurance patients. 


Costs and Charges Are Not Synonymous 


One may question whether such statements are 
based upon costs or charges. It would be the 
height of hospital and economic innocence to as- 
sume that these terms are synonymous. Indeed, 
it is no reflection on hospital accounting if they 
are not so. The test of validity in any community 
might be the suggestion that a going plan be 
liquidated. In the light of experience, adjustment 
may have to be made here and there, but it is not 
probable that intelligent administrators of par- 
ticipating hospitals will wish to dispense with a 
system which has been so helpful to patients, to 
physicians, and to the public. Hospital income 
does not lose weight on a hospital insurance plan 
diet. In paying for hospital care, reasonable cost 
should be covered and it will then be welcomed in. 
any hospital with a social outlook greater than 
that of a tightrope walker. 


Occasional bickering is still heard about the 
inclusion of “‘medical service” as “hospital service” 
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in contracts for hospital insurance. The improve- 
ment of the diagnostic aids and technical services 
of a medical nature in hospital departments of 
bacteriology, pathology, roentgenology, anesthesia 
and physiotherapy during the past thirty years 
has been one of the most important factors in the 
conversion of hospitals from hotels for the sick to 
scientific institutions. The accepted practice in 
the majority of the better hospitals has been to 
make available the services of these departments 
as a part of hospital care. When. analyzed, the 
fault finding seems to be directed against the 
method of payment for these services through the 
medium of the hospital and particularly against 
the full-time or salaried method of recompense 
which obtains in a majority of the better hospitals. 


Many outstanding physicians are associated 
with such departments and regardless of system 
of remuneration, enjoy as much esteem, privilege, 
and dignity as their colleagues in the purely clin- 
ical branches. The monetary rewards, indeed, 
usually exceed in the average those of their clin- 
ical colleagues. The wide use of a flat rate for lab- 
oratory work in hospitals and the extension of 
the principle of all-inclusive rates for hospital 
care is an. indication of the efficiency and desira- 
bility of these methods of making good hospital 
care available to the public. 


Distinguished physicians, including Nobel prize 
winners in these hospital departments are quick 
to deny that one cubit could be added to their pro- 
fessional stature by transfer to a piece work sys- 
tem of payment. As Goldwater has warned, “the 
development of intolerable conditions under a 
multiple fee svstem, would give enormous impetus 
to the demand for state control of hospital medical 
practice. A distinction should be seen between 
the practice of medicine and transactions of a 
purely business nature which are incidental, to 
but not of it.” Capable clinicians, who see the 
social as well as the economic implications of med- 
ical practice, and informed laymen who are not 
dazed in reverent awe by the presence of a med- 
ical degree, are asking if the patient is not the first 
consideration. The average patient has no other 
means of budgeting for these parts of his hospital 
care. The important question would seem to be 
not the principle, but the degree of inclusion of 
the services of these hospital departments. 


Extravagant and unnecessary use of the facil- 
ities of an x-ray department, for example, is abuse 
of the privilege of inclusive coverage. As a check 
upon such chiseling, some hospital service con- 
tracts limit the use of certain services to a reason- 
able fixed amount. It is to be hoped, however, 
that hospital service contracts will not be so 
stripped of normal recognized inclusions of hos- 
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pital care that they will resemble the early motor 
car bill of sale. The subscriber in buying his 
hospital care motor car should pay extra for un- 
usual gadgets and for deeper upholstering, but he 
should receive the tires and headlights with the 
car. 


Broadening the Base of Hospital Service 


Predictions of the growth of the hospital insur- 
ance program are as confusing as a promoter’s 
estimates of attendance at a World’s Fair. We do 
know that about 4,000,000, or 3 per cent of the 
people of the United States are covered by con- 
tracts in plans approved by the American Hospital 
Association. It would be stupid-to be smug about 
this record. An extremely large number of these 
subscribers are in the economic group who, with- 
out hospital insurance, could pay their hospital 
bills. They would pay them less conveniently, it 
is true, but without hardship they would pay them. 
There must be “a deeper dredging of the channel” 
opened by these plans. 

If we may assume for the moment that these 
people are in the upper third of income brackets 
and that the lower third is the chronically indi- 
gent, it is the middle third of our population to 
which we should mould more our hospital insur- 
ance plan. If voluntary plans do not meet that 
need, I am afraid they will crumple under a com- 
pulsory governmental system. When cold analy- 
sis is substituted for emotion. it surely is evident 
that a health program of some kind is inevitable 
in the United States. It is no longer a partisan 
issue even though its flavor be subject to political 
debate. We must be more realistic and less hys- 
terical if we are to avert a broad program of com- 
pulsory health and hospital insurance. The average 
citizen is apt to suspect our sincerity if we slobber 
about our charity and scream for the status quo. 
He questions our consistency when we denounce 
governmental aid while we jostle to get to an 
alphabetical feed trough. If political control is 
pernicious, should we not show that it is unneces- 
sary? The alternative is an extension deep into 
the lower income groups with the voluntary type 
of insurance. The ward plan seems now to be the 
only way thus to broaden the base, and the ward 
plan will not do it unless it provides medical care 
inclusively or collaterally on a budgetable basis. 

The arguments advanced in favor of a compul- 
sory governmental plan are that it would provide 
a wider coverage of population and would include 
not only those who need service, but also those 
who need protection. It would be more econom- 
ical, more flexible and fewer cooks would stir the 
broth. It is stated that health is a public, not a 
private problem. 

Against this we hold that experimentation is 
needed, that the hospitals have taken the leader- 
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ship, that a program is under way, and that Amer- 
icans should be given an opportunity to do the 
intelligent thing without compulsion. We con- 
tend that bureaucratic control is not necessarily 
efficient and that the voluntary program will be 
accelerated, with the impetus of the awakening 
social conscience and the enlightened self interest 
of doctors and hospitals. We believe that com- 
munity hospital service plans are public plans, 
even if they are not governmentally sponsored 
and politically controlled. 


Commercial Insurance Companies 


Considerable venom is being directed against 
commercial insurance companies—good and bad— 
because they threaten to compete with us by offer- 
ing hospital insurance in order to write the more 
profitable group life and group disability insur- 
ance. Instead of being churlish and childish in 
our resentment, it might be wiser for us to learn 
from the better companies some of the underlying 
principles of insurance practice. In any event, 
they will probably confine themselves to large 
groups and they will probably adhere to the cus- 
tomary 75 per cent enrollment requirement. 


We have not yet explored all the possibilities 
of non-profit hospital insurance. It is time for 
us to stop pouting and rather put our efforts into 
proper promotion and administration of the more 
economical and socially desirable community 
plans. There should be no doubt about the loyalty 
of hospitals to the non-profit plans. Where their 
treasure is, there will their heart be also. 


Eight years of hospital insurance have taught 
some lessons. We now need less promotional ef- 
fort and more careful administration and we now 
know that social service cannot be a substitute 
for solvency. A hospital service plan may not be 
strictly a business, but it must be run in a busi- 
ness-like manner. 


It is not proposed that a cold, actuarial attitude 
should dictate the details of contract coverage, but 
a few random observations may be permitted. It 
takes considerable impudence to comment and 
coach from the side lines and my colleagues among 
hospital service plan executives and among hos- 
pital administrators may not agree with these 
observations. My purpose will be served, how- 
ever, if I succeed in provoking thought and debate. 


Summary 


Utilization increases with age of contract rather 
than with age of subscriber. Almost all of the 
older plans have experienced increased usage in- 
dependent of mild epidemic loads. It is evident 
that subscribers become increasingly conscious of 
the advantages and availability of hospital care. 
Increased usage is weighted by inevitable abuse, 
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particularly in the larger communities where a 
more impersonal relationship exists between the 
hospital service association and the patient, doc- 
tor and hospital. 


Success or failure is largely a matter of proper 
enrollment policy. With adequate percentage re- 
quirements and payroll deductions, the risk is 
lessened and contract provisions may be more 
liberal. Individuals are selected bad risks. 


There is a sex problem in hospital insurance. 
Women are using almost twice as much hospital 
care as men and payments for maternity care are 
monetary gifts from other subscribers. For ob- 
vious reasons, obstetrical care to some extent 
should be provided if possible, even though it 
penalizes other classes of subscribers. It may be 
mentioned, however, that the program of hospital 
insurance was designed primarily to protect 
against unpredictable illness. If payments for 
maternity care are relatively high, one should be 
realistic enough to know that this is not insur- 
ance, but philanthropy. 

During the early years in other types of insur- 
ance, rates and benefits were determined without 
much experience. Hospital service plans are fast 
building a statistical record which will chart the 
rocks and shoals of this enterprise. Meanwhile 
as representatives of participating hospitals, we 
must be tolerant and patient if an occasional squall 
shakes the hospital service ship. Indeed, with 
proper administrative safeguards, the unit system 
of payment to hospitals might be employed during 
the first three years of any plan. 

It may be more important to promote a plan 
among its present clientele than to increase the 
membership. Educational campaigns among sub- 
scribers and their physicians can promote a better 
understanding of the problems of hospital insur- 
ance and the need for protecting the whole from 
abuse by a part. The individual physician will 
respond if he is approached as an. individual. 


The acceptance of responsibility by participat- 
ing hospitals in a hospital service plan has always 
been urged as an essential principle by the Com- 
mission on Hospital Service. It is now being re- 
quired by State Departments of Insurance and 
other regulatory bodies. This is the principal dis- 
tinguishing feature of a non-commercial plan and 
its importance has been demonstrated on more 
than one occasion during the past year. On this 
firm rock we build our program. We may be beset 
on one hand by threats of compulsory coverage 
by government and on the other hand by commer- 
cial competition. With business-like and sensible, 
administrative policies and procedures, we should 
be able to show the superiority, the scope and the 
soundness of Voluntary Hospital Insurance—The 
Middle Way. 





Hospital Service Plan News 


Prepared by the Commission on Hospital Service 
and the Council on Hospital Service Plans 


including hospital employees as subscrib- 

ers to a non-profit free-choice hospital 
service plan. Hospital employees, because of the 
nature of their work and their contacts with hos- 
pital benefits, tend to require more hospital care 
on the average than other persons. To meet this 
situation, special arrangements have been made 
in a number of plans which are intended to pro- 
tect the interests of hospital employees and other 
plan subscribers. Usually these arrangements 
take the form of limiting the percentage of the 
hospital employees’ subscriptions which will be 
paid to member hospitals for services on their be- 
half. These percentages range from 75 per cent 
to 100 per cent and the employing hospital agrees 
to reimburse the association for the amount by 
which its payments on behalf of its employees 
exceed the premiums from them. 


Q) ince arises as to the best method of 


A departure from this arrangement in one plan 
is being tested to permit hospital employees free 
choice of hospital and at the same time to recog- 
nize the expected difference in utilization between 
this group and the general public. The member 
hospitals of the plan agreed to accept 75 per cent 
of the regular payments to hospitals when service 
is rendered to hospital employees. At the end of 
the year, this percentage is to be increased or de- 
creased to the same amount which is paid on be- 
half of other subscribers, with the proviso that 
the total percentage to be paid on behalf of all 
hospital employees will not exceed the average 
percentage for the rest of the service plan sub- 
scribers. 

Participating Hospitals 


The sixty-ninth hospital to become a participant 
in the non-profit group hospitalization plan admin- 
istered through the Hospital Service Association 
of Pittsburgh is the Philipsburg State Hospital 
at Philipsburg, Pennsylvania. 


The St. Joseph Sanitarium of St. Joseph, Mich- 
igan, is the seventy-second hospital in the state 
to join the Michigan Society for Group Hospital- 
ization. 

The Capital Hospital Service is now enrolling 
groups in Pottsville, Pennsylvania, where D. E. 
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Long, a field representative, is located. With the 
addition of the Pottsville, Good Samaritan and 
Lemos B. Warne Hospitals of Pottsville, and Cen- 
tre County Hospital at Bellefonte, Capital Hos- 
pital Service now has 21 member hospitals serv- 
ing 14 counties in South Central Pennsylvania. 


The St. Cloud Hospital of St. Cloud, Minnesota, 
is the twenty-ninth hospital in the state to be- 
come a participating member of Minnesota Hos- 
pital Service Association. 


In Print 
The September 2 issue of the Journal of the 
American Medical Association contains a report 
on the Economics of the Practice of Radiology. 
Summary findings stated: 


“Within a relatively short period of 7 years 
the number of radiologists in the United 
States has more than doubled, increasing 
from 1,005 in 1931 to 2,191 in 1938, or an 
increase of 118 per cent... A salary arrange- 
ment is the most customary payment basis for 
a radiologist who practices full time in a hos- 
pital, whereas a precentage basis is most 
frequently reported by the radiologist who 
practices on a part-time basis. . . . In most 
hospitals diagnostic radiologic services are 
not included in the per diem rate for hospital 
services.” 

* * * 

The November issue of the Journal of the Iowa 
State Medical Society has published a report of 
the Society’s Medical Economics Committee con- 
cerning the new non-profit Hospital Service, Inc., 
of Iowa. It mentions that three members of the 
state Medical Society have been appointed to the 
Board of Directors of the new plan, and that a 
Medical Advisory Committee has been set up to 
deal with all questions of a medical nature. The 
following excerpts from the editorial may be of 
interest : 


“Much of the success of this company will 
depend on the wholehearted cooperation of 
the physicians of Iowa. The necessity and 
length of hospitalization is to be determined 
solely by the physician caring for the patient. 
Possession of a contract with the company 
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should not be a determining factor in sending 
a patient to the hospital. The patient should 
be discharged as soon as, but no sooner than, 
his condition warrants... 


“The contract for hospitalization will be 
available to the medical profession as well as 
other groups... . It has been suggested that 
members of hospital staffs should secure these 
policies and that the hospitals should cease 
giving courtesy services to staff members and 
their families. 


“During the third week in November the 
Iowa Hospital Association will hold meetings 
in four localities throughout the state to pre- 
sent the plan to the hospitals in these dis- 
tricts. Evening meetings will be held at each 
of these centers with the members of the 
medical profession to acquaint them with the 
details of the plan. ... The careful and pains- 
taking work of those who have developed the 
plan assures the establishment of a sound 
ethical organization which will provide a 
much needed service to the people of Iowa.” 

* * * 

“Organization Patterns for Voluntary Hospital 
Service Plans” by Ray F. McCarthy has been re- 
leased by the magazine, Hospital Progress, as 
Bulletin No. 111. 


How group hospitalization looks to labor and to 
medicine is revealed in two recent publications. 
The October, 1939, issue of The Federationist, 
publication of the American Federation of Labor, 
carries an article entitled “Group Hospitaliza- 
tion.” 


“The makers of liberal opinion have casually 
dismissed group hospitalization, in spite of its 
respectable proportions, as a scheme of the hos- 
pital people to salvage their depression-hit institu- 
tions, but of no consequence as regards the medi- 
cal problems of workers. Consequently the only 
large-sized development in recent years in the 
field of medical economics—aside from another 
bigger and better ‘survey’—has been allowed to 
remain in the hands of the hospitals and the 
medical societies. .. . 


“The hospitals and to a lesser degree the doctors 
control the plans to the virtual exclusion of the 
subscriber, although it should be here stated 
parenthetically that the plans have generally been 
conducted with no positive abuses as far as the 
subscriber is concerned. The hospital people, as 
becomes very obvious in New York and other 
places, will need the support of the subscriber 
representatives, before a health arrangement for 
doctors care and other new benefits can be worked 
out. The better hospital representatives will need 
the consumers backing to force good administra- 
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tion on the less public-minded hospitals. The doc- 
tors will need the consumer forces in a new battle 
of their old campaign against the drug interests. 
The first step then in the realization of the enor- 
mous potentialities of group hospitalization is the 
assumption by the consumer of a strong place in 
the administration of well-established plans.” 
* * * 

“Organized Payments for Medical Services,” a 
report just issued by the Bureau of Medical 
Economics of the American Medical Association, 
has a chapter on the subject “Group Hospitaliza- 
tion”: 

“It has been stated repeatedly—without the 
slightest foundation—that the American Medical 
Association opposed group hospitalization or hos- 
pital insurance. When the movement toward such 
insurance threatened to become a commercial 
craze and was being exploited by numerous pro- 
moters for profit, the American Medical Associa- 
tion did condemn the unsound and dangerous fea- 
tures of such plans and in so doing aroused the 
antagonism of some of the leading advocates of 
group hospitalization. Some of those who criti- 
cized this attitude of the American Medical Asso- 
ciation have since admitted that the schemes con- 
demned by the Association were undesirable. 


“There is nothing new about the attitude of 
organized medicine toward hospitalization insur- 
ance. The test to which reference has previously 
been made and which has been the universal 
standard of acceptance or rejection of methods, 
procedures and remedies by the medical profes- 
sion was applied to hospitalization; this was the 
test of whether the plan as a whole or any of its 
proposed features would result in. lowering the 
quality of medical service. In 1937 the House of 
Delegates adopted principles which were consid- 
ered necessary to safeguard the quality of medical 
service under hospital insurance. 


“The change in the legal relations of group 
hospitalization plans has made it more difficult for 
promoters to start commercial fly-by-night or- 
ganizations. During the period 1931 to 1935, 
many group hospitalization plans were organized 
with little regard for the insurance laws and were 
largely operated for personal gain. It is encour- 
aging to observe that in practically no state can 
hospital service corporations be organized in the 
slipshod manner that prevailed only a few years 
ago. It is largely to the credit of the American. 
Medical Association and the American Hospital 
Association that the public is now more adequately 
protected from unsound ventures in hospital in- 
surance.” 

Study of Small Groups 

Rochester Hospital Service Corporation made a 

study of small groups (2 to 4 in group) of which 
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they had enrolled 201 subscribers, covering 544 
participants. During one year’s experience ending 
September 30, 1939, these participants had used 
84.64 per cent of income for hospital care, there 
were 53 claims and the average day’s stay was 8.19 
days. These small groups had been covered for 
maternity care for only one month. Hospitaliza- 
tion of all groups for the first nine months of 1939 
was 82.32 per cent of income including maternity 
care. 


At a meeting on December 4, it was decided by 
the Board of Directors of the Rochester plan to 
cease enrollment of groups where the total em- 
ployed force is less than 5, but to continue those 
smaller groups already enrolled in order to obtain 
an added year’s experience, at the end of which 
time another analysis can be made. 


Personnel 


Leon R. Wheeler, formerly of the Rochester 
Hospital Service Association, was named execu- 
tive secretary of the Associated Hospital Service, 
Inc., of Wisconsin, and began work on Decem- 
ber 4. The office of the Plan is located in the 
Loyalty Building, Broadway and Michigan Av- 
enue, Milwaukee, Wisconsin. 


On December 9, 1939, Louis L. Clow tendered 
his resignation as executive director of the Hos- 
pital Care Corporation of Cincinnati. 


Meetings 

On December 5, a regional conference of hos- 
pital service plan directors held in the Library of 
the American Hospital Association was attended 
by Frank A. Deniston, Robert Cunningham, Glenn 
Clark, Chicago; Louis Degenhardt, Alton; J. G. 
Lemon, Chicago; John A. McNamara, Michael 
Kelly, Cleveland; Don B. Murphy, Decatur; Earl 
R. Sweet, Kansas City; Fred Lattner, Iowa; 
Thomas Graham, Danville; Paul F. Bourscheidt, 
Charles Stonberg, Peoria; Arthur M. Calvin, Min- 
nesota; W. N. Armstrong, Rockford; Ray F. Mc- 
Carthy, Walter McBee, St. Louis; E. A. van 
Steenwyk, Philadelphia; Abraham Oseroff, Pitts- 
burgh; D. Lane Tynes, William P. Kelly, Louis- 
ville; Leon R. Wheeler, Milwaukee; C. Rufus 
Rorem and Maurice J. Norby, Chicago. Arthur 
M. Calvin of Minnesota was elected chairman .of 
the meeting. 


The subjects discussed were uniform contracts 
for national accounts, and scope and content of 
the Research Program. Mr. Rorem outlined a 
tentative hospital service plan. for low income 
groups. He suggested: (1) that the plan should 
provide the minimum type of room accommoda- 
tions; (2) that it should provide for all services 
which are now rendered in the hospitals; (3) that 
all types of illness which are now handled by the 
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hospitals should be served through the plan, with 
the exception of Workmen’s Compensation cases; 
(4) that the plan should not be offered to fewer 
than. fifty people with a common employer; 
(5) that 75 per cent participation should be re- 
quired before a group was enrolled; (6) that fam- 
ily coverage should be available only if a high 
percentage of the people in the group with families 
elect family coverage; (7) that the subscription 
rate should be 50 cents per single individual, and 
$1.00 per family. 


It was the consensus of the group that some 
effort should be made for the formation of a sat- 
isfactory plan which would more adequately serve 
national accounts, and particularly which would 
be of greater service to the low income group. All 
representatives attending the meeting concurred 
in this thought. 

* * * 
Changes and Expansions 

The Colorado Hospital Service Association will 
open a branch office in Colorado Springs on Jan- 
uary first under the supervision of Joseph R. 
Grant. Member hospitals are the Beth El Gen- 
eral Hospital, Glockner Sanatorium & Hospital 
and the St. Francis Hospital and Sanatorium, all 
of Colorado Springs. An Advisory Committee has 
been appointed, chaired by George A. Allebrand, 
the president of the chamber of commerce; other 
members are the city manager, past-president of 
the state medical society and three well-known 
business men. 

* * * 

Central Illinois Hospital Service Association of 
Peoria, Pekin, Galesburg and other towns in the 
Central Illinois area, has moved into larger quar- 
ters—Suites 703-07 in the Central National Bank 
Building, Peoria. 


Miscellaneous 

More than a quarter of a million dollars has 
been paid for hospital care by the Associated 
Hospital Service of Baltimore since May, 1938, 
when the plan was organized. By the end of 
October, 1939, they had had 5,351 bills presented 
to them for payment and had paid 5,351. Ina 
re-enrollment campaign held during the summer 
in the 700 groups already enrolled, 2,700 addi- 
tional persons asked for and received member- 
ship in the plan. 

* * * 

Associated Hospital Service of Philadelphia has 
followed its first Anniversary Week program with 
the inauguration of group leader luncheons for 
the representatives of organizations enrolled one 
year. Representatives of groups formed on No- 
vember 15, 1938, attended the first luncheon, while 
organizations enrolled November 15 and Decem- 
ber 1, 1938, were invited to the second meeting. 
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Plan for Hospital Care of Chicago sent out a 
Christmas card to 300 employers who had not 
yet enrolled in the plan. The card read: “Wishing 
... your employees and their families 365 days 
of health for the New Year is easy,” and then 
continued with a summary of the benefits of mem- 
bership in the plan. Two groups were enrolled 
as a result of this Christmas greeting within the 
week following. 
% * * 

The Hospital Service Corporation of Rhode 
Island reports that the novel system of having 
claims approved or disapproved by the admitting 
hospital appears to be working well, on the basis 
of three months’ operation. The system has re- 
sulted in approval of all but three claims to date, 
and the association reports all three patients in- 
volved readily withdrew the claim when they 
understood the nature of the case. 

* Eo * 

Group Hospital Service of Alton, Illinois, has 

extended its territory to Edwardsville, Illinois. 
* % * 

Associated Hospital Service of Maine has passed 

the 10,000 enrollment mark. 
* * * 

Members of the Roanoke Academy of Medicine 
endorsed the group hospitalization program in the 
city by voting to subscribe to the new Hospital 
Service Association of Roanoke through the 
Academy. 

* * * 

The percentage distribution of earned income 
in the Minnesota Hospital Service Association for 
October shows 69.3 per cent used for hospitaliza- 
tion, 11.8 per cent for administration and 18.9 
per cent for reserves. 

* * * 

A National Physicians’ Committee for the Ex- 
tension of Medical Service, with offices at 700 N. 
Michigan Avenue, Chicago, Illinois, has been 
recently formed of 200 prominent physicians in 
all the states. It states that its existence is the 
result of the following needs: 

“First—steps must be taken to make avail- 
able to the indigent and low income groups 
the most effective medicine, medical practice 
and hospitalization that can be provided and 
generally—provide the widest possible distri- 
bution of the most effective methods and 
equipment in medicine and surgery. 

““Second—If the public interest is to be best 
served it is essential that the general public 
be familiarized with the record and achieve- 
ments of American medicine.” 

%* * * 

Medical and Surgical Care, Inc., of Utica, the 
first plan to be organized in New York State under 
the provisions of Article IXc of the Insurance 
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Code providing for the organization of corpora- 
tions for the purpose of furnishing medical ex- 
pense indemnity, and operated in conjunction with 
Hospital Plan, Inc., of Utica, is actually under 
way. Western New York Medical Plan, Inc., of 
Buffalo, and the White Cross Health Service, Inc., 
of Boston, are almost under way. 

These three new plans for spreading the costs of 
medical care will be described in the February 
issue of the Bulletin. 


Activities of the Counci! on Hospital 
Service Plans 
The Council on Hospital Service Plans held a 
meeting in Chicago on December 6, on which date 
the Commission on Hospital Service also held a 
joint meeting with the Council. Minutes of these 
meetings have been. sent to all approved plans. 


The following action was taken: 


Certain changes were made in the program for 
the Mid-Winter Conference to be held in Pitts- 
burgh January 24 to 26, 1940. The Wednesday 
morning meeting will be devoted to the presenta- 
tion and discussion of Committee reports, includ- 
ing a report of the 1939 activities and finances of 
the Research Program and Information Service. 
The business session is scheduled for Friday 
morning, January 26, at which time plans for 
1940 will be presented and discussed. This ses- 
sion will be open only to executives and board 
members of approved plans. The date of the 
banquet has been changed to Thursday evening, 
January 25. Special invitations were authorized 
to representatives of sixteen. non-profit hospital 
service plans which have not yet been approved. 


The composition of the 1939 committees of the 
Council on Hospital Service Plans was confirmed 
and authorized for report to the Coordinating 
Committee and the Board of Trustees of the 
American Hospital Association. The following 
chairmen. of the Committees of the Council were 
appointed for the year 1940: 


Committee on Hospital Relations 
Dr. Lewis Jarrett, Richmond, Virginia, Chair- 
man 
Committee on Accounting and Office Procedure 
John R. Mannix, Detroit, Michigan, Chairman 
Committee on Rural Development 
Ray F. McCarthy, St. Louis, Missouri, Chair- 
man 
Committee on Public Education 
John A. McNamara, Cleveland, Ohio, Chairman 
Committee on Legislation 
Abraham Oseroff, Pittsburgh, Pennsylvania, 
Chairman 
Committee on Statistics 
E. A. van Steenwyk, Philadelphia, Pennsyl- 
vania, Chairman 
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Safeguarding Hospital Personnel 
from Tuberculosis 


W. H. OATWAY, JR., M.D. 


berculosis is quite simple in theory, only fairly 

hard to practice, but extremely difficult to ini- 
tiate. Failure of hospitals to understand the sit- 
uation is rivalled only by their inertia in starting 
a satisfactory program. Nevertheless, many gen- 
eral hospitals are beginning a routine which will 
lead to a complete program, and are finding it 
both possible and effective. Since the tendency is 
not widespread nor complete, and since the meth- 
ods are still somewhat controversial, it may be 
interesting to analyze the situation and discuss 
its possible solution. 


Te protection of hospital personnel from tu- 


An Occupational Disease Among Hospital 
Workers 


The various hospital groups which may be con- 
cerned with the need for protection include the 
nurses—both student and graduate; the medical 
staff—including students, interns, residents, and 
visiting members; the attendants—such as order- 
lies, cleaners, janitors, kitchen workers; the spe- 
cial groups—such as electricians and laundry 
workers; the technicians—including the x-ray, 
dental, laboratory, and physio-therapy workers; 
and the office workers—such as clerks and stenog- 
raphers. The number of individuals in each of 
these categories will depend upon the size and 
type of the hospital. 


A need for protection depends upon the evidence 
of danger. Does a hazard exist? There is no 
doubt that tuberculosis amounts to an occupa- 
tional disease among hospital workers, and proof 
is increasingly available. Surveys of nurses, med- 
ical students, resident staffs, and attendant groups 
have shown that the incidence of tuberculous in- 
fection and disease begins to increase after their 
first employment, and eventually exceeds that of 
similar age groups in the general regional popu- 
lation. 

Source of Exposure 


The first step in providing protection must be 





Read by A. J. Hockett, M.D., Touro Infirmary, at the Amer- 
ican Hospital Association Convention, Toronto, Canada, Sep- 
tember 26, 1939. 
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to find the source of exposure. Every hospital 
must have a complete knowledge and control of 
all tuberculous disease within its walls at all times. 
Conceivably an individual could have contact with 
tuberculosis in other employees, in his own friends 
and family, or in the transient population of the 
hospital. The only new factor of importance in 
the life of a new employee is the contact with 
large numbers of patients. That these patients 
may be tuberculous has been demonstrated by 
x-ray surveys which have shown 2 per cent or 
more to be involved, and by the deaths from tu- 
berculosis which occur in hospitals which deny 
that they admit patients with the disease. The 
extent of the employee’s association with patients 
depends upon the type of work he does, the type 
of patient he sees, and the plan of the hospital 
segregation. 


A complete program for protection would, there- 
fore, include a diagnostic and a prophylactic rou- 
tine which would recognize the condition and con- 
duct of the entire personnel and of all patients. 


A diagnostic survey of the personnel would 
apply to all of the groups which have been men- 
tioned. Members of the nursing and medical staffs 
who have been studied during their years in school 
should be examined as a follow-up procedure. All 
other members of the nursing and medical staffs, 
and all other employees, should be examined at 
the time of employment, and regularly thereafter. 


Initial Examination 


The method to be used for this initial examina- 
tion is controversial. Since there is no emergency, 
tuberculin skin-tests may be done, using two doses 
when necessary, reading at 48 hours, and giving 
at least 1 mg. per 1/10 cc. as the second dose. 
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All positive reactors to the first or second dose 
should be x-rayed immediately. In some hospi- 
tals, offices, and industries it is felt that a more 
simple and less objectionable method is to x-ray 
all employees. At present a tuberculin test is 
preferable because of the cost and the knowledge 
which it gives regarding infection. 


Follow-up Surveys 


The frequency of follow-up surveys will depend 
upon the results of the first examination and the 
type of work done by the individual. For this 
purpose the personnel may be subdivided into sev- 
eral groups: Those having contact with known 
tuberculous patients, those having contact with 
general admission patients, those having remote 
contact with any patients, and those without con- 
tact with patients. 


The groups with tuberculosis contact should be 
checked at intervals of four to six months; those 
with general patient contact, at intervals of six to 
twelve months; and those with no contact, once a 
year. 


Although it is a controversial matter, the ma- 
jority of specialists believe that only tuberculin- 
positive nurses without disease should be allowed 
to work constantly with tuberculous patients. 
Student nurses who may be negative should have 
their contagious-disease training before working 
with tuberculous patients. 


If the first tuberculin tests are negative, they 
should be repeated at the intervals just stated. 


If the original tuberculin test was positive, and 
an x-ray then taken and found negative, x-rays 
should be repeated at the intervals mentioned. 


If the original x-ray, or a later one, shows evi- 
dence of a lesion in the lungs, an examination 
should be made by a specialist to determine the 
presence of clinical activity or infectiousness. 
Such studies should include a medical history, 
physical examination, white blood count, and 
sputum or fasting gastric content studies. The 
results of these studies should determine whether 
the individual may start or continue work, or 
whether observation, rest, or sanatorium care is 
preferable. The results of personnel examina- 
tions should be reported to the individuals, and 
the significance explained. Details are necessary 
only if the result is unfortunate. 


The Patient as a Source of Exposure 


The newly admitted patients form a constantly 
changing contact for the hospital personnel. They 
are the potential source of exposure and hence of 
most tuberculous infection and disease. They are 
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a possible hazard not only to the personnel but to 
each other. 


Known tuberculosis patients should be isolated 
upon admission, as will be described. That they 
should and can be admitted to general hospitals 
in this modern day is an established fact. 


The routinely admitted patient is of unknown 
status in regard to tuberculosis, and, therefore, is 
the one whose condition must be determined. The 
methods for this purpose are also controversial. 
The perfect method for surveying newly admitted 
patients must have several qualities, including 
simplicity, speed, immediateness, dependability, a 
reasonable cost, and a permanent record. It must 
be used in all cases except the sickest, at the time 
of admission, and interpreted so quickly that the 
personnel cannot be exposed to extensive or un- 
guarded contact. 


X-ray Films Prove Satisfactory 


At present a single x-ray film is the only method 
which fills the requirements satisfactorily. Tu- 
berculin tests are complicated, are sometimes re- 
sented, and take several days to complete. Sputum 
examinations on all patients are difficult to obtain 
and not diagnostic. Fluoroscopic examinations 
are inexpensive but require an expert and do not 
leave a permanent record. Paper x-rays may be 
used to cut the expense, but are less efficient than 
films. 


The single x-ray film fills all of the requirements 
except inexpensiveness, but it can cost as little as 
seventy cents, and this cost can legitimately be 
pro-rated per diem over the duration of admis- 
sion, and further reduced by subtracting the cost 
of the films which would be indicated and taken 
in 30 to 50 per cent of the cases in most hospi- 
tals. Who should bear the expense of these films 
will depend on a local decision. If the object is 
considered to be philanthropic, or public health, or 
medico-legal, the hospital should bear the cost. If 
most of the patients pay in full, a few cents a day 
can be borne easily. 


The most exciting and hopeful news in this 
regard at present is the trial use in several clinics 
of miniature x-rays. One method makes use of a 
giant lens and a small film; another technique ob- 
tains photographs of a fluoroscopic screen with 
a high speed camera. It would seem that the day 
of the “five and ten cent” x-ray is near—a possi- 
bility which would practically solve the case-find- 
ing problem. 


The diagnostic measures which have been men- 
tioned are really protective in effect. Other purely 
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prophylactic measures have to do with the care of 
known. and newly discovered tuberculous patients. 


Isolation of Patients 


Known tuberculous patients should be isolated 
on admission and studied for infectiousness, un- 
less their recent non-infectiousness is known. In 
case of doubt they should be treated with infec- 
tious disease precautions, no matter what the rea- 
son for admission, until infectiousness is deter- 
mined. A determination. of activity and infec- 
tiousness should be made in the newly discovered 
case in the manner suggested for personnel 
members. 


Facilities should be constantly available for iso- 
lation of patients, whatever the size of the hos- 
pital. These facilities may consist of one or 
more rooms, a ward, or a building. A simple, 
complete, and fool-proof routine should be used, 
which must depend as little as possible on the 
human factor of the nurse and patient. The pre- 
cautions should include methods to immobilize the 
sputum as close to the source as possible, to seg- 
regate or sterilize all fomites and surfaces which 
are near or in contact with the patients, and to 
protect all of the attendant groups, guests and 
remote contact workers, at all times. Such pre- 
cautions have been described in several places, in- 
cluding an outline published by the Council of 
Professional Practice of your own Hospital As- 
sociation. 


The success of infectious disease precautions is 
an important point. Patients rarely object to a 
procedure which is routinely done and taken for 


granted. They do not object to admission exam- 
inations, and the personnel groups frequently de- 


mand them. In certain sanatoria using precau- 
tions, the morbidity of tuberculosis among nurses 
has been. found to be less than the local average. 
In one large Wisconsin hospital, the tuberculin 


tests of student nurses have shown no unusual ’ 


increase after service on the tuberculosis ward, 
and repeated bacteriological studies of the sedi- 
ment from air and dust on the ward have not 
shown. tubercle bacilli. A careful routine would, 
therefore, seem to be worth while. 


Conclusion 


In conclusion, it can be said that the protection 
of personnel from tuberculosis is both necessary 
and possible. 


The essence of protection is the immediate rec- 
ognition and isolation of all cases of tuberculosis 
which exist unknown, in the patient population. 
Diagnosis of these cases is of advantage to the 
patient, it helps to complete the diagnosis, and it 
can be a tremendous public health aid. 


Known tuberculous patients can and should be 
admitted to general hospitals, but isolation should 
be definite and controlled. 


Members of the personnel should be examined 
repeatedly by simple means for their own benefit 
and that of the group health. 


Finally, hospital boards and managers must rec- 
ognize the problem, take a modern attitude 
towards it, and then prosecute its solution tire- 
lessly. 





Necessity the Mother of Invention 


One day last summer Dr. George K. Fisher of 
Idabel, Oklahoma, was called to see twin boys, 4 
months old, who were choking to death from 
whooping cough. The doctor sent for a drum of 
oxygen from a nearby welding shop, obtained a 
fruit jar and four lengths of rubber tubing from 
the family. 


One tube was run. through the cover to the bot- 
tom of the jar which had been filled with sterilized 
water. The others were led just through the top. 
The tubes were placed in the nostrils of the twins 
and the oxygen released through the water so it 
could be measured. As soon as the respiration of 
the infants improved, a nose mask was fashioned 
by Dr. Fisher from his stomach pump and at- 
tached to the remaining tube. 


Although the twins were near death at the time 
Dr. Fisher commenced his work, they immediately 
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became stronger and it was apparent that this 
home-made pulmotor had saved their lives. 
Medical Pocket Quarterly, December, 1939. 


Canada's Newest Hospital 


Canada’s newest hospital cost only one cent! 
It is the old Indian hospital on the Red River near 
Maniton, Manitoba, which has been “sold” by the 
Anglican Church diocese of Rupert’s Land to the 
Canadian Government. It will be converted into 
a sanatarium to be administered by Manitoba 
provincial authorities for Indians suffering from 
tuberculosis. 


The hospital was first opened in 1896 and is 
believed to have been, the first missionary hospital 
in Canada. Until recently the title was vested in 
Archdeacon Phair, secretary of the church mis- 
sionary society, who turned it over to the diocese 
for one cent. 
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Care of the Mother and Newborn 


From the Standpoint of Accommodations and Physical Facilities 


WILLIAM HENRY WALSH, M.D. 


for Mothers and Babies, held in Washington 

a year or so ago by the Federal Children’s 
Bureau, in accepting the premise that the con- 
tinuance and vigor of American civilization de- 
pend primarily upon the extent to which the lives 
and health of new-born infants and their mothers 
are safeguarded, then it would appear as though 
this subject is of vital and universal interest and 
concern to the Nation. 


|: WE may join the Conference on. Better Care 


A Few Authenticated Facts 


A statement of a few well established facts will 
further emphasize the importance of this subject: 


1 The birth of a child is the most important 
event in more than two million families each year. 


2 The death of the mother or the newborn in 
more than one hundred and fifty thousand of these 
families brings tragic sorrow. 


3 In this country each year more than four- 
teen thousand women die from causes connected 
with childbirth, leaving at least thirty-five thou- 
sand children motherless; more than seventy-five 
thousand infants are stillborn; and more than 
sixty-nine thousand infants die during the first 
month of life. 


4 An uncounted number of other women are 
injured in health and children are handicapped in 
growth and development as a result of conditions 
associated with maternity. 


5 There has been little reduction in the ma- 
ternal mortality rate in this country during the 
twenty-two years for which records are available. 
Though the death rate from toxemias of preg- 
nancy shows a tendency to decline, there is no 
comparable reduction in the death rate from in- 
fection (sepsis) or hemorrhage in the country at 
large. 


6 Committees of physicians in many parts of 
the country, notably in New York, Philadelphia 
and Cleveland, after careful evaluation of the 
causes of death of individual mothers, have re- 
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ported that from one-half to two-thirds of ma- 
ternal deaths are preventable. 


7 The stillbirth rate has apparently remained 
unchanged. 


8 While the death rate for infants during the 
first year of life has steadily declined during the 
twenty-two years for which records are available, 
there has been little decline in the death rate for 
the first month of life, which accounts for nearly 
half of the total loss of life in the first year. There 
has been no decline in the mortality in the first 
day after birth. More than one-half the deaths 
in the first month are deaths of premature in- 
fants. 


9 Of more than two million live births in 1936, 
nearly nine hundred thousand—or two-thirds— 
took place in hospitals. In urban areas in 1936, 
seventy-two per cent of births occurred in hos- 
pitals; in rural areas in the same year, fourteen 
per cent of the births occurred in hospitals; about 
two hundred thousand births occur each year in 
families which live at least thirty miles from a 
hospital. 


Physical Facilities in Safeguarding Mother and 
Infant the Concern of the Hospital 


With these facts as a background, we now come 
to a consideration of those factors in safeguarding 
the parturient mother and infant which concern 
accommodations and physical facilities which are 
clearly the obligation of the hospital. 


In all of the studies of maternal and infant 
mortality the significant fact is glaringly appar- 
ent that the lack of antepartum care was a major 
contributory factor, thus it would seem necessary 
to give first consideration to the hospital provi- 
sions for this vitally important preliminary pro- 
cedure in the care of mother and infant. 
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The objective of antepartum care has been de- 
fined as the complete supervision of the pregnant 
woman in order to preserve the happiness, health, 
and life of the mother and child. Antepartum 
care embraces a complete physical examination, 
including a detailed history of previous illnesses, 
surgical experiences, pregnancies, and the like, 
upon the first visit. The expectant mother should 
be examined at least once a month during the first 
six months of pregnancy, then every two weeks 
or oftener as indicated, and preferably once every 
week in the last four weeks. 


It is therefore necessary for the hospital to pro- 
vide a suitable place where these patients may be 
examined, so located as to be accessible to social 
service, the laboratory, and other personnel and 
facilities essential in these cases. If the hospital 
can provide a suitable assembly room where pre- 
natal lectures may be given it will thereby offer 
a very material contribution to the education of 
the expectant mother. The room provided for 
such lectures should have available, if possible, 
the same equipment for illustration arid moving 
pictures as is provided in the staff conference 
assembly room. 


Clinics used for pre-natal and _ post-natal 
examinations should be maintained in the most 
scrupulously clean condition and under no cir- 
cumstances should they be used for unclean gyne- 
cological or other infected cases. 


The Obstetric Pavilion 


With respect to the obstetric pavilion in the 
general hospital, there are certain requirements 
which are here worthy of note: 


1 The delivery suite should not be included in 
the general surgical area, nor should it be so 
located as to permit general traffic through it. 


2 The postpartum accommodations should be 
closely related to the delivery suite, and, with the 
nursery, should form a continuous unit which is so 
isolated as to require no traffic through it. Com- 
plete air conditioning will aid in the maintenance 
of asepsis. 


3 It would be preferable to provide separate 
rooms for all postpartum cases, but economic con- 
ditions being as they are, wards have to be used. 
These, however, should always be small, with 
never more than four beds each, and with each 
bed cubicled. There should be separate utensils 
provided for each patient. 


4 In addition to the accommodations for clean 
postpartum and antepartum cases, there should be 
an additional section for the reception of infected 
antepartum cases, and the transfer of infected 
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postpartum cases. This section should be treated 
as a completely separated unit and the personnel 
serving here should not also serve in the main 
obstetrical section. Since infants should accom- 
pany an infected mother when transferred from 
the clean section, it is necessary to provide ade- 
quate nursery accommodations in the isolated 
section. 


5 The main nursery should be located in the 
postpartum section. It will be of advantage if the 
nursery can be designed so as to constitute several 
sections, ordinarily connecting, but capable of be- 
ing completely separated. The use of a bassinet 
provided with facilities for the accommodation of 
individual utensils and with an extension table 
upon which the infant can be cared for, is de- 
sirable. The entrance to the nursery should be so 


designed as to provide facilities for gowns and 


washing of hands. Transparent glass panels in 
the nursery corridor, through which interested 
persons may see the infants are desirable since no 
one other than doctors and nurses should ever be 
permitted to enter this room. As complete air 
conditioning as can be secured for the nursery 
will be worth while, and a separate room for pre- 
mature infants, capable of being heated above 
normal requirements, is of advantage in large hos- 
pitals. The nursery should be so located as to 
receive the greatest possible degree of sunlight, 
although, of course, no glare should be permitted, 
and lighting fixtures should be of the totally in- 
direct type. 


6 Nurses, residents, interns and maids should 
not be required to work simultaneously in any 
other section of a general hospital while assigned 
to obstetrics, and schedules should be so arranged 
as to prevent the interchange of personnel. 


7 Scrupulous care must be exercised in utiliz- 
ing the services of pediatric residents or interns 
in the nursery and a technique involving complete 
washup and change of outer garments should be 
devised and adhered to. 


8 While it may be possible to furnish the ob- 
stetrical department with sterile dressings and 
supplies from a central service, or from the 
surgery, without danger, experience leads to the 
belief that it is far safer to provide independent 
sterilizing for this section when feasible and some 
state statutes require this. 


9 Insofar as possible, all utensils, instruments 
or apparatus of any sort should be used exclu- 
sively by the obstetric department and should not 
be borrowed for temporary use elsewhere. 


10 The general laundry cannot be depended 
upon to completely destroy all pathologic material 
that may infect linen and therefore it should be 
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required that the obstetrical linen be used exclu- 
sively for that department and if possible washed 
separately. Likewise, the linen for the obstetric 
isolation unit should be used only there and both 
this and the regular obstetric linen should have 
some distinguishing mark. 
11 The obstetrical department of the general 
hospital should preferably be located on an upper 
e floor accessible to a maximum amount of sunlight. 
















In conclusion, it is desired to express the 
opinion, which is supported by abundant statistical 
evidence, that the general hospital caring for ob- 
stetrical cases which is not properly designed for 
that service and which does not enforce the most 
rigid technique in the handling of mother and in- 
fant is a dangerous place for both, and the risk 
of life will be much less in the home, however 
humble it may be. 
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‘ONE HUNDRED BED HOSPITAL: 


Construction and Equipment 
Cost Per Bed $5,474.00 






GENERAL CONSTRUCTION 
AND FINISH 


$ 2523.06 






PLUMBING 
$449.80 






ELECTRICAL 
$ 242.00 


ARCHITECTS FEES 
AND EXTRAS 


$ 460,00 


















EQUIPMENT 
$ 1027.00 









AND VENTILATION 
$ 767,00 
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Are Hospitals Building According to Their Needs? 


R. D. BRISBANE 


is radically wrong with our hospitalization 

program because the average income of the 
wage earner has been decreasing as the per capita 
per diem cost of hospital care has been increasing. 
This in turn. has left a gap that could be filled only 
by tax supported institutions or diminishing en- 
dowments. 


Fis years it has been evident that something 


It is evident as well that hospitalization insur- 
ance, although excellent in theory and principle, 
is failing to cover the masses of lower wage 
groups for whom it was intended, even at $1.00 
the month or less because the increasing hospital 
operating costs preclude a low premium rate. 


In our opinion, there are certain definite rea- 
sons for high costs of hospitalization that may 
be partially remedied to the encouragement of 
greater patronage at lower rates. 


The Average Life of a Building in This Age 
of Change 


Too many hospitals are being constructed evi- 
dently for use for the next two or three centuries 
judging by the materials used in their construc- 
tion, whereas the average life of a building in this 
age of change should be a maximum of twenty- 
five years. 


All of us can instantly envisage immense piles 
of masonry, cement, brick and marble, erected 
throughout the country during the last twenty 
years as monuments to their architects or some 
donors, that already are obsolete, due to the intro- 
duction of air conditioning and better design, 
buildings that when. dedicated seemed the last 
word in all respects, but now are but drab and 
disintegrating reminders of someone’s folly and 
lack of foresight. : 


Sponsors and architects should begin to realize 
that no matter how brilliant they may be, even 
ten years in the future, different ideas, materials, 
and mechanical features of all descriptions may 
make their beautiful hospital facades but tawdry 
masks for buildings that should be hauled to the 
city dumps. 
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The illustrations are before all of us daily, espe- 
cially in private dwellings of the speedy effects of 
obsolescence. Look at the houses built but five 
years ago compared to the one on the next lot 
opened yesterday, both as to exterior, design, in- 
sulation, use of glass, mechanical features and 
inside finish. The same is true of hospitals—even 
more so because of their highly technical char- 
acter. 


Modern Transportation Will Have Its Effect on 
Hospital Construction 


The automobile and other speedy transporta- 
tion, will make it unnecessary in the future to 
build the hospital in the crowded confines of the 
metropolitan areas, where traffic and other noise 
cannot but retard the convalescence of the sick 
person. They should be placed out in spacious 
grounds where lawns, trees, and fiowers can lend 
their restful influence for restoration of the nerve 
weary guest. 


And with grounds or land not at such a pre- 
mium, the sky-scraping multistoried building is 
not necessary. With insulation and other im- 
provements in building, even frame construction 
of but one story should be oftener used in the 
future or simple concrete if cheaper than wood. 
The single story structure of even frame construc- 
tion is not as great a fire hazard as the brick or 
stone veneer, or class “B” structure of three or 
more stories; for with but a ground floor there is 
little possibility of not being able to get everyone 
out in case of fire. 


Another consideration in favor of but one floor 
is the elimination of vertical travel, the cost of 
which so often is entirely forgotten by architects 
or hospital planning boards. 


A modern elevator with but three landings will 
cost $10,000 to install, interest on this investment 
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at even 2 per cent meaning $200 the year. One 
operator at $50 monthly and board, and mainte- 
nance of the elevator will cost no less than. $1,000 
more annually, or the interest at 2 per cent on 
$50,000! A large amount of roof can be built for 
such a sum, with all other costs in favor of one 
story. 


Utility Should Be the Major Consideration in 
Hospital Planning 


Construction and materials should be used 
throughout that will lend themselves to the ut- 
most cleanliness and saving of labor. But in hos- 
pital after hospital within a hundred miles that 
we could name, from ten to one hundred thousand 
dollars has been spent on imposing ornamentation 
for the exterior, or on useless features for the 
interior, that not only cost the overburdened own- 
ers or taxpayers money that should have been 
spent on better apparatus or more help, but on 
which they have been paying high interest rates 
over long terms of years. 


As just two glaring examples, one hospital 
stands out particularly where the imposing ap- 
proach of granite and marble steps with the facade 
are said to have cost taxpayers over fifty thousand 
dollars, stairs that because of their length are 
rarely used and could have been eliminated with- 
out detracting whatever from the utility of the 
building. 


In two private hospitals a doctor consultant had 
been called in who was going to teach the public 
“the sanitary method of bathing.” Expensively 
tiled showers with complicated mixing valves were 
installed between all better rooms, at a cost for 
one of the hospitals of more than ten thousand 
dollars. After opening, it was found that individ- 
uals able to take showers generally go home for 
them! But the showers still remain as a constant 
expense for cleaning, but never used. 


It is high time that trustees, doctors, or others 
connected with the sponsorship of these buildings 
should eliminate the useless features being in- 
cluded in hospital buildings, for the sake of their 
future patronage if not for their own pockets. 


Service Rooms and Nurses’ Stations 


One of the greatest drawbacks to efficient and 
economical administration in almost all of the hos- 
pitals constructed nowadays, as well as in the 
past, is the criminal lack of design in saving steps 
of nurses. 


Too often no one with an ounce of knowledge 
concerning actual working conditions is consulted 
about the arrangement of service rooms and 
nurses’ stations. Sometimes if these persons are 
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consulted they are not sufficiently acquainted with 
blue-prints to visualize the floor plans. In public 
hospitals this lack of planning is atrocious. A 
board of supervisors or other public officials with- 
out any knowledge of hospitals give authority to 
an architect to draw plans. The architect in turn 
either relies on his own ingenuity in placing utility 
rooms, linen closets, and other facilities in any odd 
corner not usable for the doctors or their patients, 
or he looks over other hospital designs as anti- 
quated as the covered wagon, works in a few more 
ideas of his own and—sometime around comple- 
tion the supervisors start looking for a staff to 
operate this hodge-podge of cement and stone! 
Then the unlucky nurses and other employees 
have to struggle along as best they may. 


Look over the floor plans of the majority of the 
hospitals being built and it will be found that 
utility, linen, sterilizer, and other rooms, that 
should have immediate access to the nurses’ sta- 
tion and to which the nurses must go dozens of 
times daily, are scattered up and down the corri- 
dor. The station itself instead of being located 
for the minimum of travel to the farthest room 
or ward, often is located at the extreme end of 
corridors or wings, or instead of allowance being 
made for two stations to minimize travel, one is 
placed perhaps over one hundred feet distant from 
busiest wards. 


By using “H,” “K,” “V,” “T,” or “X” construc- 
tion, nursing stations may be placed at strategic 
junctions where the travel should not exceed 
seventy-five feet in any direction, with systematic 
arrangement of all facilities around the nursing 
stations not more than five or ten steps away to 
every supply or service used constantly. 


It will be noted as well in building design there 
often is no attention paid to adequate or well- 
placed storage facilities so important to hospitals 
particularly. Several hospitals we have visited 
were not provided by the architects with a foot of 
storage space even for food stores! 


From examination of floor plans of the majority 
of hospitals it is evident that architects have 
taken little or no time to determine the flow of 
traffic through hospital corridors, and have never 
made any attempt to systematically study the 
travel of nurses to service departments in relation 
to economy in employment or fatigue. It may 
well be remarked of so-called hospital “consult- 
ants” as well, “Consultation; what crimes are 
committed in thy name.” As one instance only, a 
consultant who prided himself on building the 
monumental pyramids already mentioned, built for 
his own hospital, which is in a cold climate, a 
nurses’ home and found on completion that the 
heating system had been entirely forgotten! 
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Numbers of hospital administrators of our ac- 
quaintance are paying for expensive “consulta- 
tion” in weary years of financial juggling to keep 
their institutions from bankruptcy. 


Supply rooms properly organized not only pre- 
vent numerous malpractice suits and their attend- 
ing accidents, but more than pay for themselves 
in preserving equipment through proper care. 
Any hospital without this very important depart- 
ment is still in the “Dark Ages” of development, 
and, according to size, will be found losing hun- 
dreds to thousands of dollars yearly in equipment 
alone. 


The Financial Groundwork 


The foregoing paragraphs have a direct bearing 
on the financial groundwork that altogether too 
often is undertaken without a proper regard for 
the expense of interest, legal fees, and the com- 
plications of mortgages, insurance costs connected 
therewith, and many other features lost to sight 
in the urge to build. | 


Some years ago a doctor went up and down a 
western state advertising that a certain hospital 
was paying twenty-five per cent dividends! Sev- 
eral hospitals were built on the strength of such 
golden returns, with the resulting sad story of 
irate stockholders holding the sack, refinancing, 
high interest payments, poor service to meet in- 
stallments, insufficiently paid labor, and all the 
rest so common to administrators. And as it was 
learned later, poorly trained management and 


bookkeepers had been paying the twenty-five per 
cent from capital instead of profits! Such a profit 
in any case would not be anything but exploitation 
of the sick! 


In a hospital of which we have personal know!- 
edge, erected fifteen years ago and costing 
$650,000 for the building, on which $325,000 was 
borrowed from the bank, interest alone to date 
has amounted to nearly $250,000 even with a care- 
fully followed plan of amortization of the prin- 
cipal on monthly payment basis. All of this huge 
amount naturally had to be taken from the sick 
who came to its doors. 


Many institutions today have been purchased 
twice or more because of interest charges that 
have been paid for twenty years on indebtedness. 
Interest is necessary in many cases but the pro- 
gram should be carefully planned so that it is cer- 
tain that this overhead will not have to be carried 
for so long that it will eat up all surplus and con- 
stitute an undue burden on the per diem cost. 


Hasn’t the hospital field advanced far enough so 
that a recommendation can be made to all pros- 
pective builders to submit their financial and floor 
plans to a committee of proved hospital financiers 
and administrators who can prevent this enor- 
mous waste of money and labor that year by year 
is turning the smaller wage earners from our 
doors to seek what assistance he may in tax sup- 
ported institutions, and that is bringing Federal 
interference into the picture as well? 





S. Chester Fazio the New Superintendent 
of Easton Hospital 


S. Chester Fazio, who has been superintendent 
of the Rockaway Beach Hospital, Rockaway 
Beach, New York, for the past sixteen years, has 
resigned to accept the superintendency of the 
Easton Hospital, Easton, Pennsylvania, effective 
February 1. 


Mary A. Ryan, who has been with the Rock- 
away Beach Hospital for the past eight years, has 
been appointed acting superintendent to succeed 
Mr. Fazio. Miss Ryan was formerly affiliated with 
the Gadsden General Hospital, Gadsden, Alabama. 





Correction 


In an article in the October issue of HOSPI- 
TALS on “The Use of Auxiliary Nurses,” a state- 
ment was made that “fully 75 per cent of the 
graduate nurses in this country are enrolled as 
Red Cross nurses.” Miss Mary Beard, Director 
of Nursing Service, American Red Cross, advises 
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that the number of graduate nurses in this coun- 

try is 214,189, and of this number 41,341 are 

enrolled as Red Cross nurses. Of these less than 

15,000 are eligible for military duty. These figures 

show that only 18 per cent of the graduate nurses 

of this country are enrolled as Red Cross nurses. 
———_.——— 


Mattresses Fly Nearly |,000 Miles 


Early this fall the Roman Catholic Hospital at 
Fort Rae, Northwest Territories, Canada, needed 
some mattresses. Because of the rush of busi- 
ness, delivery could not be made until quite late 
in the fall. By this time all of the regular com- 
munication routes had frozen up, so this shipment 
of two-layer type Spring-Air mattresses was sent 
to Edmonton and placed aboard a plane and then 
flown 760 air miles north of Edmonton to Fort 
Rae. 

Fort Rae is nearly 1,200 miles north of the Can- 
ada-United States border line, and this is the far- 
thest distance that mattresses have ever been 
carried by air. 
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Reorganizing an Out-Patient Department 


ANTHONY J. J. ROURKE, M.D. 


Hospital finished its fourteenth fiscal year in 

its new quarters on June 30, 1939. The follow- 
ing table shows an analysis of this fourteen year 
period: 


Te: out-patient department of the University 


Patients Patients 
1025-1926... ce. 96,524 19838-1984......... 161,244 
TORG-192T 6 secs 128,048 1934-1935......... 176,530 
6 119,729 19385-1936......... 172,061 
TGG8-1929.... cso VI5:S72 1986-1987... ...000. 163,925 
$O2061980.... 20 ess 182,219 ~1987-1988......... 177,782 
1980-1981......... 148,224 1988-1989......... 181,876 
TOST-1982. oc ccee 153,094 a 
LORDS DE 5 ree 161,731 >) Ue etre 2,083,354 


Due to this rapid increase of over 88 per cent 
in out-patient visits for the fourteen year period 
its was found necessary during the past year to 
institute certain changes in the organization of 
the out-patient department. The following por- 
tion of our administrative organization chart per- 
taining to out-patient activities was established: 
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The director of the hospital designated one of 
the assistant directors, a physician, in addition to 
other duties, to have charge of the administration 
of the out-patient department. The personnel of 
this group was then divided into three groups and 
made responsible to a supervising individual who 
in turn was responsible to the assistant director’s 
for administrative problems. No attempt was 
made to disturb in any way the existing lines of 
authority regarding the clinical responsibility for 
the care and treatment of patients. Responsibil- 
ity for professional care remained with the chief 
of each service. 


Nursing Program in the Clinics 


A nursing supervisor was appointed to have 
charge of the nursing program in the clinics. In 
addition to this, she had teaching responsibilities 
and arranged for all student teaching and confer- 
ences while the students were in the clinics. Prior 
to this appointment the out-patient department 
nursing personnel headed up directly to the nurs- 
ing office, and because of the ever increasing pro- 
gram it became difficult to give this division the 
necessary supervision. The individual appointed 
had a background of public health experience 
which brought to our organization a greater un- 
derstanding of the problems encountered outside 
the walls of the hospital. Several definite im- 
provements were apparent during the past year in 
our out-patient nursing service. A program of 
circulating the nurses through the different clinics 
resulted in a more versatile personnel. The nurses 
had a definite place to present their problems and 
they could be given immediate attention. 


Group Meetings 


Group meetings were held weekly, and once a 
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month during the past year the assistant director 
concerned with the out-patient department met 
with this group for discussion. Because of the 
frequent use made of the refer system between 
clinics it is no longer possible to be concerned only 
with one service and still render the greatest 
value. The rotation of assignments will in the 
course of a few years train each of our nurses to 
step into any post in the clinics and carry on with- 
out a disruption of the service. 


Out-Patient Department Committee 


An out-patient department committee composed 
of one of the younger physicians from each serv- 
ice was appointed by the chairman of the execu- 
tive staff upon suggestion of the various clinic 
chiefs. The assistant director was made chairman 
of this committee. It was pointed out that this 
group would not have authority to change or 
formulate new policies but could suggest such 
changes. 


Meetings of this group have been infrequent - 


and benefits derived have been largely from dis- 
cussions with individual members and the chair- 
man. Frequently in every large out-patient clinic, 
complaints are received regarding service. Many 
of these have been handled by a telephone con- 
versation between the administrative office and 
the member of the out-patient department com- 
mittee from the service involved. In turn, other 
physicians on the service and members of the 
nursing service staff could present complaints to 
their representative on the committee. A pleas- 
ant and satisfactory relationship has existed be- 
tween this group of younger doctors and the ad- 
ministration. It has resulted in relieving the clinic 
chiefs of certain detail. 


Clerical Workers 


The third group of personnel are the clerical 
workers, and it is with this group that a great 
amount of work was accomplished. This group 
can be organized almost entirely along business 
lines. While there is always the danger of at- 
tempting to regiment the physician, nevertheless, 
that portion of the patient’s time spent until he 
reaches the doctor and again after he leaves the 
doctor can be arranged as effectively as any other 
business procedure. It should be paramount in 
our minds that the time the doctor spends with 
his patient is, and rightly so, beyond any and all 
supervision. Good medicine demands that the 
physician should have unlimited control over the 
time necessary to examine and counsel his patient. 


The greatest problem at the time the reorgan- 
ization took place was the matter of delays in the 
clinics. It was evident that many valuable sug- 
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gestions could come from the clerical group, and 
consequently the first steps were taken with this 
group. There were about fifty-five individuals in 
this division, including secretaries, clinic clerks 
and record clerks. Bi-monthly meetings were ar- 
ranged, at which time suggestions were made by 
the administration. Early in the year a sheet 
of paper bearing the name of the person and posi- 
tion being filled was given to each individual. They 
were given two weeks to write up suggestions for 
speeding up service in their clinics. The greatest 
value of this “suggestion sheet” was the fact that 
it made each person stop and look around for the 
delays which existed but had become a matter of 
course. Many of the “suggestion sheets” men- 
tioned similar factors. Changes needing discus- 
sion. were brought up at the meetings, and this 
group soon felt they were taking an active part in 
the speeding up of our service. 


Time Studies 


As soon as the more obvious difficulties were 
eliminated, time studies were started. By using 
time clocks at our information desk, registration 
department, blood Kahn room, clinic service desk 
and the admitting office, we were able to obtain 
accurate information on the amount of time con- 
sumed at each station. These reports were later 
presented to the clerical and nursing groups. At 
their suggestion certain rearrangements of per- 
sonnel and procedures were instituted which re- 
sulted in reducing our clinic visit time. 


Since the case record is not delivered to the 
clinic until the patient arrives, by using time 
studies it was found that certain delays in this 
procedure could be eliminated. The same was 
found to be true in the case of inter-service 
contacts. 


One of the clerical group suggested an oppor- 
tunity for private interview with the administra- 
tive office to’ discuss matters not pertinent to the 
entire group. A schedule was set up and many 
important matters were discussed individually and 
troubles were ironed out. These interviews af- 
forded the assistant director an opportunity to 
evaluate each worker and also assist in the matter 
of assignments. Certain assignments in every out- 
patient department require speed, while others 
demand patience. With this in mind, the clerical 
group were re-assigned to more nearly fill the 
posts best suited to their abilities. 


As in the case of the nursing group, the mem- 
bers of the clerical force were circulated through 
the various services, first, to make them more con- 
scious that the out-patient department should 
function as a whole instead of thinking in terms 
of an individual unit of the department, and sec- 
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"No praise ... could actually exceed 
the actual merits of this fine 
laundry equipment." 


RESULTS PROVE—IT PAYS TO 
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-COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 


January, 1940 





ondly, to have available a greater number of com- 
pletely trained individuals, thereby preventing the 
upsets in routine usually found accompanying va- 
cation and illness periods. 


The Professional Staff 


The professionai staff of the out-patient depart- 
ment, consisting chiefly of the physicians and 
nurses, are trained in the methods of dealing with 
all people. The clerical group, who take a great 
part in the life of every patient while in the out- 
patient department, usually have received no 
training along this line. In order to have this 
group appreciate more what the professional staff 
is trying to do, members of our medical staff were 
invited to speak occasionally at one of the clerical 
meetings. The director of the hospital attended 
one meeting and encouraged the group in their 
attempt to speed up and improve our clinic serv- 
ice. A member of the Internal Medical Staff pre- 
sented the viewpoint of the ill patient visiting the 
hospital for the first time. He stressed the point 
that the hospital may be home to its employees 
but that it is frequently approached with much 
foreboding by the patient on his first visit. A 
member of the roentgenology service at another 
meeting presented thirty lantern slides showing 
some of the more obvious diagnoses determined 
by x-ray methods. The Dean of the Medical School 
discussed the part played by the medieal student 


in the out-patient clinics. He stressed the need 
for cooperation in the educational program for the 
medical student. A member of the obstetrical and 
gynecological’ staff outlined the fears pertaining 
to the female patient undergoing an examination 
for the first time. He pointed out that many of 
the fears could be greatly allayed by a clerical 
person as well, if not better, than the physician. 
A member of the surgical service traced the his- 
tory of the hospital from early Greek times. This 
feature of our program will be continued and it 
is hoped that one of our psychiatrists will discuss 
mental attitudes, one of our pediatricians will dis- 
cuss smallpox vaccination, typhoid immunization, 
etc., one of our public health staff will discuss com- 
munity problems and many other subjects. 


The nursing supervisor, ward clerks and certain 
other persons interested in out-patient activities 
are invited to the meetings of the clerical group. 


It has been shown that a definite outline of out- 
patient responsibility, an educational program for 
the clerical help, and a good esprit de corp on the 
part of the three branches of our out-patient de- 
partment, namely, physicians, nurses and clerks, 
have promoted a more rapid service and a definite 
decrease in complaints. Our program is only par- 
tially completed, but it is hoped that progression 
along the lines described above will bring us to 
our ultimate goal. 
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FORTY BED HOSPITAL 
1938 COST- ¢ 6.09 PER PATIENT PER DAY 
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OPERATING COST 
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NURSING 
$ 461,38 
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$ 113,67 
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Designed and Built for the Roentgenologist.. . 





The G-E Model KX-8-33 Unit 


Here, in one “package,” is a unit that combines the precision con- 
trol and excellent regulation of the world-famous G-E Model 
KX-8 500-milliampere generator with the many features and ad- 
vantages of the well-known G-E Model 33 x-ray table. 


The combination of these two fine units offers many advantages 
to those roentgenologists and institutions whose x-ray demands 
range from fluoroscopy, long-time low-milliamperage radiography, 
to “speed” technics requiring high milliamperage. 


“Brass tack” buyers who choose x-ray equipment on its construc- 
tion, its advanced features, its capacity for work and honest serv- 
ice, its reputation for results, and the integrity of its maker, will 
find much of interest and value in this fine unit. 


We suggest that you investigate the KX-8-33. First, write to 
Department F51 for complete information and your copy of the 
interesting illustrated catalog. Then, discuss thoroughly with your 
local G-E X-Ray representative the many merits of this unit and 
its place in your practice. From him you will get first-hand facts 
and figures about its performance record, and its worth as a re- 
sult-producing, dividend-paying investment. 


GENERAL ELECTRIC X-RAY CORPORATION 


e 2012 JACKSON BOULEVARD CHICAGO, ILLINOTS 


January, 1940 





The G-E Model KX-8-33 Unit is avail- 
able with either an attractive Panel 
Control or a compact Mobile Control. 

























The 1940 Census 


COLIN CAMERON 


ORE than a hundred years before the 
M American Hospital Association was 
founded (1898), and 91 years before Clara 
Barton organized that group, the American Red 
Cross, whose name has since become a world- 
synonym for selfless and courageous help in time 
of need, the first Census of the United States was 
taken. 


Authorized by Article One of the Constitution 
and directed to be taken by Congress, that first 
Census—in 1790—was confined to the counting 
of the Nation’s population. Its dual purpose was 
to develop a definite basis for proportionate rep- 
resentation in Congress and for the apportionment 
of taxes among the states. 


Shrewdly, these aims took into consideration the 


fact that the early settlers were pennywise men— 
much as they would have desired louder voices at 
Washington, they would not attempt to get them 
by padding the population returns since that would 
also have increased their taxes. Subsequent enu- 
merations proved that the first Census, as a result, 
was quite accurate. 


Hospitals Not to Be Enumerated in 1940 Census 


In the Sixteenth Decennial Census, to be taken 
throughout the United States and its territories 
and possessions in 1940, hospitals and other pro- 
fessional institutions, as such, will not be enumer- 
ated. However, as dwelling places of nurses and 
student nurses, of resident surgeons, superinten- 
dents, and others who live on the premises, and 
of patients without permanent homes elsewhere, 
all hospitals will be visited by enumerators who 
will query such persons directly as to their age, 
nativity, education, and the like, in accordance 
with the official schedules of questions for the Cen- 
sus of Population. 


Regular patients and “day” employees who 
maintain homes outside of the institutions will be 
counted at their homes; the required information 
will be obtained, in their absence, from relatives 
or others qualified to answer accurately and satis- 
factorily. Interns will be listed according to their 
permanent addresses. 
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The population count will be the only similarity 
between the 1940 and the 1790 Censuses. And 
even there, some differences will exist—free in- 
dividuals in 1790 were counted as one person each; 
slaves were only three-fifths of a person! But 
in. 1940, as in all recent censuses, all individuals 
are counted as one person each, regardless of color, 
physical or mental condition, religious belief, or 
what. In this light, modern censuses in the United 
States are true indications of the democratic spirit 
of our nation. 


Apportionment of taxes is no longer a reason 
for the periodic United States Censuses. In fact, 
the use of Census statements for taxation, regu- 
lation, investigation, etc., is specifically forbidden 
by Congress, and respondents can rest assured 
that all facts and figures given to the Census enu- 
merator will be held confidential, subject to ex- 
amination for statistical purposes and only by 
solemnly sworn employees. ; 


The Manufacturer’s Census 


Under the 1940 Census of Manufactures, man- 
ufacturers of drugs and medicine, serums and 
biologicals, surgical instruments, and hospital sup- 
plies of all kinds, including textile materials such 
as nurses’ uniforms, operating gowns, bedsheets, 
patients’ wear, etc., will all be asked for specific 
details as to their operations during 1939. State- 
ments will be required concerning products; costs 
of raw materials, power, and containers; pay roll 
and employee figures; expenditures for new equip- 
ment, plant expansion, real estate; value of prod- 
ucts, etc. 


Laboratories, ambulance services, funeral direc- 
tors and embalmers, etc., will be enumerated under 
the 1940 Census of Business. They will be re- 


quired to report receipts from services rendered 
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CUTTER Laboratories 


BERKELEY, CALIF. - CHICAGO - NEW YORK 
Seattle - Los Angeles - New Orleans - Ft. Worth - San Antonio 
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and from sale of supplies or equipment. Phar- 
macies, drug stores, and wholesalers and retailers 
of hospital and sickroom supplies and instruments 
will also. be canvassed on a nation wide basis. 


Not only will the hospital and associated fields 
be enumerated in the Sixteenth Decennial Census, 
but the composite result of the eleven main sub- 
jects to be surveyed in 1940 will give a complete 
and comprehensive picture of the American busi- 
ness, industrial, and sociological fields in general. 
Included in the picture will be virtually all phases 
of activity in manufacturing and business, mining 
and quarrying. These studies will begin in Jan- 
uary and will follow the route of products all the 
way from raw material, through manufacture and 
distribution, to the ultimate consumer. 


The Population Census begins in April. This, 
of course, is when occupants of nurses’ residences 
and other permanent people in hospitals and in- 
stitutions will be enumerated. Concurrent with 


this census inquiries will be made into occupations 
and employment. Also to be taken in April are 
the Censuses of Housing, Agriculture, and Drain- 
age and Irrigation. 


Census of Family Incomes 


For the first time, the Census of Popuiation will 
concern itself with family incomes. This data, 
coupled with other pertinent information, will be 
of tremendous value in indicating the average 
amount of money available in a community where 
a new institution may be proposed. The Housing 
Census will uncover hitherto unknown facts as to 
American homes, standards of living, and the like. 
And the Census of Agriculture, covering every 
single farm and farm home, will gather facts on 
country living and farm income that will prove 
helpful to those interested in the problems of 
rural health and hospitalization in the United 
States 





The Problem of Hard Water 


A material, known as Oakite Composition No. 
63, is reported to solve two problems common to 
many hospitals, particularly those in hard water 
areas. By keeping in suspension a considerable 
amount of the insoluble constituents of hard 
water, the materia],substantially helps to prevent 
the formation of hard water spots and film on 
dishes and glassware. It also reduces lime scale 
accumulations and other hard water deposits in 
dishwashing machine interiors, thus effectively 
retarding clogging of pipes and spray jets. 


A new descriptive folder reviewing these ad- 
vantages has just been issued by Oakite Products, 
Inc., 14 Thames Street, New York, N. Y. 


An additional fact of importance is that the 
wetting-out characteristics and free-rinsing qual- 
ities of the material make it effective for both 
dishwashing and general maintenance cleaning 
work in soft water sections. Mildly alkaline and 
safe to use, it is a fine dry, white, completely solu- 
ble powder. Free copies of this booklet are avail- 
able upon request to the Company. 


usaaibigaedec 
Research Proves a Case 

To our desk came recently an impressive piece 

of advertising and sales promotion. It is worth 

mentioning because the burden of proof of all 


statements rests upon scientific research. It is 
of further importance because it deals with that 
all important subject of sterilization. Tempera- 
ture, time, and gauge pressure are brought into 
their proper relationship, authorities quoted, and 
a blueprint is supplied to show the results ob- 
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tained by the use of Diack Controls manufactured 
by Archibald W. Diack, 5533 Woodward Avenue, 
Detroit, Michigan. Then, each person concerned 
in a hospital, is approached from his individual 
viewpoint. The net result is a well nigh perfect 
demonstration—or proving their case beyond all 
possibility of doubt. You feel that way when 
you finish reading. If you have not seen this send 
for a copy, by all means. 


A New Way to Keep Hands Smooth 
and Clean 


One of our advertisers announces a new prod- 
uct called Lan-O-Kleen, which is described as a 
“double-action” hand cleaner. Where abrasives 
were used to remove stubborn dirt, this new soap, 
made of cornmeal and lanolin, and sold by West 
Disinfecting Company, Long Island City, New 
York, does the work so that hands are left smooth 
and free from dirt usually so hard to remove. A 
new method of hand cleaning brings new results. 
A dispenser is used. Soft, smooth hands are yours 
from now on according to their interesting de- 
scription of this new product. 


‘psdcaamiinmioots 
Lloyd L. Ely, M.D., Joins Don Baxter, Inc. 
Don Baxter, Inc., Research and Production Lab- 
oratories, Glendale, California, announce the ap- 
pointment of Lloyd L. Ely, M.D., as medical di- 
rector. Dr. Ely has had wide experience in the 
development of therapeutic agents for use by the 
medical profession, having served for several 
years as director of ‘the Department of Medical 
Therapeutics of Eli Lilly & Co. of Indianapolis, 
and medical director of Merck & Co. of New York. 
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THE MOST WIDELY USED 
PETRI DISH IN AMERICA 


As near the ideal Petri Dish as has ever been made. 
Withstands repeated sterilization (wet or dry) without clouding. 
Transparent as plate glass. 


Beaded rim increases mechanical strength—reduces chipping and 
capillary action. Stacks without “scratching.” 


Made of Pyrex brand chemical glass, the only balanced glass, 
balanced for mechanical strength, chemical stability, thermal re- 
sistance. 


% At 38 cents per pair (substantially less in quantities)—the most 
durable, most economical of Petri Dishes. 


Daily use gives daily proof it pays to specify Pyrex brand Petri Dishes. 


“PYREX”’ is a registered trade-mark and indicates manufacture by 


CORNING GLASS WORKS + CORNING, N-Y. 





Lonning 
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The Hospital Book Shelf 


PRINCIPLES OF PSYCHIATRIC NURSING. Madeline 
Elliott Ingram, R.N. W. B. Sanders Company. 
1939. $2.75. 


Realization of the fact that psychiatric condi- 
tions lurk in the background of a very large num- 
ber of patients admitted for diseases which are 
apparently solely physicai is leading a very defi- 
nite and strong movement toward the establish- 
ment of psychiatric departments in general 
hospitals. : 


This movement creates both the need and the 
opportunity for giving pupil nurses psychiatric 
training as a part of their undergraduate curric- 
ulum. Likewise, it creates a need for the super- 
visory and general duty graduate staff to inform 
themselves on the principles of psychiatric nurs- 


ing, whether they hope to qualify as full fledged 


psychiatric nurses or not. 


Miss Ingram has presented the subject in a 
form which lends itself admirably to this type of 
instruction in a subject that is becoming of in- 
creasing importance to every nurse, and there- 


fore to every school of nursing. 
—<»>—___—_ 


QUICK REFERENCE BOoK FOR NURSES. Helen 
Young, R.N. J. B. Lippincott Company, Phila- 
delphia. 1939. $2.00. 


or? 

HOUSEKEEPING MANAGEMENT AND ORGANIZATION. 

Crete M. Dahl. The Dahls, Stamford, Conn., 
1939. $3.00. 


The author is an acknowledged authority on 
hotel housekeeping, and so many of the problems 
of hospital housekeeping are similar to those in 
a hotel that this book cannot fail to interest every 
hospital housekeeper. 


The chapter on. “Hospital Housekeeping” con- 
cerns itself almost entirely to problems of per- 
sonnel management and linen control. 


—_—_——>—_—. 
CONSUMER CREDIT. Rolf Nugent. The Russell 
Sage Foundation, 1939. $3.00. 


—_—~—__—- 

THE GRADUATE NURSE IN THE HOME. Mary Louise 

Habel, R.N., and Hazel Doris Milton, R.N. J. B. 
Lippincott Company. 1939. $2.50. 


——— 
Paul B. Magnuson, M.D., F.A.C.S. 
J. B. Lippincott Company. Third Edition. 1939. 


FRACTURES. 
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PEDIATRICS AND PEDIATRIC NURSING. A. Graeme 
Mitchell, M.D., Echo K. Upham, R.N., and Elgie 
M. Wallinger, R.N. W. B. Saunders Company. 
12 mo., 575 pages. 1939. $3.00. 


—@————. 

AN INTRODUCTION TO SOCIOLOGY AND SOCIAL PROB- 
LEMS. Deborah MacLurg Jensen, R.N., B.Sc. 12 
mo., 341 pages. C. V. Mosby Company, 1939. 
$3.00. 


Sa. 

NURSING—AN ART AND A SCIENCE. Margaret A. 
Tracy, R.N., A.B., M.S. First Edition, Fourth 
Printing. 12 mo., 560 pages, illustrated. C. V. 
Mosby Company, 1939. $3.25. 


——<____ 

PERSONAL AND COMMUNITY HEALTH. C. E. Tur- 

ner, A.M., Sc.D., Dr.P.H. Fifth Edition. 12 

mo., 631 pages. C. V. Mosby Company, 1939. 
$3.00. 


—_—@———— 
MICROBIOLOGY AND PATHOLOGY. Charles F. Carter, 
B.S., M.D. Second Edition. 12 mo., 730 pages, 
illustrated. C. V. Mosby Company, 1939. $3.25. 


—_——<—__—__ 

A HANDBOOK OF CHARTING FOR STUDENT NURSES. 

Alice L. Price, R.N., B.S. C. V. Mosby Com- 
pany, 1939. 


A 231-page collection of typical observations, 
and the proper method of charting them. Subject 
format is a reproduction of typical charting 
forms, properly made out, and includes a recom- 
mended terminology for recording both pro- 
cedures and observations. Sheets are punched to 
fit two or three-ring binder of standard chart 
sheet size. 


—_<_—_ 

BRUCELLOSIS IN MAN AND ANIMALS. I. Forrest 

Hudson, D.V.M., M.S., Ph.D., The Common- 
wealth Fund. 1939. $3.50. 


The many forms which this unusually protean 
disease can take in man as well as in animals, its 
comparatively high prevalence in animals, and its 
easy transmissibility from animal to man give it 
an importance far beyond that of any of the re- 
cently described diseases. One authority goes so 
far as to state, “Brucellosis is perhaps three times 
as prevalent as was tuberculosis at the time its 
eradication was begun.” It affects practically all 
species of domestic animals from cows to chickens 
and its manifestations so frequently simulate 

(Continued on page 142) 
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HILL-ROM have been in the business 
of making furniture for hospitals long 
enough (since 1886) to know exactly 
what hospitals must have in the way of 
practical utility—and price, as well as 
what they would like to have in the 
way of beauty that attracts favorable 
notice. The result is that, out of all 
the furniture which might be offered 
you to buy, none so perfectly com- 
bines what is desirable with what is 
necessary as HILL-ROM furniture. 
With all its loveliness of fine woods, 
colors and designs, it costs little if 
any more than the drabbest of “insti- 
tutional” furniture. 


For when you buy HILL-ROM fur- 
niture you buy it directly from the 
maker. No middleman’s profit is con- 
cealed in the price. What might have 
been set aside for a jobber has gone 
into extra value for you, the owner and 
user. Your money buys just as many 
pieces when you select HILL-ROM 
products, and at the same time you 
get much more of the essential values 
for your money. 

Unretouched photograph of one of our medium- 


priced suites in Maryland General Hospital, 
Baltimore. 


dy THE HILL-ROM COMPANY trois 


“ame” Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 


| DON’T SAY YOU CAN’T AFFORD IT— 











What a distinctive touch a tray 
like this gives your service! 


THESE Edelweiss Delicacies— 

Manzanilla Olives, Cucumber 

Rings, Melon Chow, Water- 

melon Circles—will win the ap- 

proval of the most discriminating 

patron. Their popularity springs 

from the care with which they 

are grown according to specifi- 

cations, picked and graded and 

then processed in Sexton sun- 

shine kitchens. Join the leaders, 

among those who serve many 

S E YT e N people each day, who mane add 
... and so easy, with the facilities QUALITY FOODS re eee 


of Sexton at your command <1883> Edelweiss. 


(On s BG OF.N C2 Olen 9 2010} C8, 
© 1940 JOHN SEXTON & CO. 











January, 1940 





News of Interest to the Hospital Field 


LaVerne Balzer, B.S., R.N., director of nursing 
at Queen of Angels Hospital, Los Angeies, Cali- 
fornia, has aecepted the position of director of 
nursing at Ravenswood Hospital, Chicago, to suc- 
ceed Alice P. Maull, who resigned because of ill- 
ness. 


ae 


Harry W. Benjamin, formerly associate super- 
intendent of the Mount Sinai Hospital, Philadel- 
phia, Pennsylvania, has been appointed superin- 
tendent, succeeding Frances L. Loftus, R.N., who 
resigned. Dr. Jacob Prager, formerly assistant 
director of the Jewish Hospital, Brooklyn, New 
York, has been appointed medical director of 
Mount Sinai Hospital, Philadelphia, Pennsylvania. 


idee Sse en 


Newman M. Biller has been appointed assistant 
to William B. Seltzer, director of the Bronx Hos- 
pital, New York City. Mr. Biller was formerly 
assistant director of Beth Israel Hospital, New 
York City. 


ee 


Mollie Bowman, R.N., has resigned as superin- 
tendent of the Epworth Hospital, Liberal, Kan- 
sas, and Mrs. Gertrude C. Allen, R.N., a graduate 
of the Jewish Hospital School of Nursing, St. 
Louis, Missouri, has been appointed her successor. 


a 


Geneva Bridges, R.N., formerly superintendent 
of nurses of the Benevolent Society Hospital, 
Decatur, Alabama, has been named superintendent 
of that institution. 


ee nn 


Katharine Brown has resigned as superintend- 
ent of the Jeanes Hospital, Philadelphia, Pennsyl- 
vania. 


8 GR 
Borghild Carlson has assumed her duties as 


superintendent of the Staples Municipal Hospital, 
Staples, Minnesota. 


—- <> 


Mittie Cathcart has been appointed superintend- 
ent of the Philipsburg State Hospitals, Philips- 
burg, Pennsylvania. 


Amy J. Daniels, R.N., has resigned as superin- 
tendent of the Wing Memorial Hospital, Palmer, 
Massachusetts to accept the superintendency of 
the Tobey Hospital, Wareham, Massachusetts. 
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Sadie Quinn, assistant superintendent of the Wing 
Memorial Hospital, has been appointed superin- 
tendent to succeed Miss Daniels. 


ehtileiacanliaeaeapeemete 


Ira C. Darling, M.D., superintendent of the 
Springfield State Hospital, Sykesville, Maryland, 
has been named superintendent of the Torrace 
State Hospital, Torrace, Pennsylvania. 


a etre ee 


Dr. Marshall Davison has been appointed medi- 
cal superintendent of Cook County Hospital, Chi- 
cago, Illinois, succeeding Dr. Karl A. Meyer, who 
will assume his new position as medical superin- 
tendent of all Cook County institutions. 


——_. 


Sister Fisette, R.N., formerly superior of St. 
Louis Hospital, Berlin, New Hampshire, has been 
transferred to the Notre Dame de Lourdes Hos- 
pital, Manchester, New Hampshire. 


Seater 


Clara Goodenrath has assumed the superintend- 
ency of the Shelby Hospital, Grand Rapids, Michi- 
gan. 


eS ees 


Mrs. Agnes L. Graf has been appointed super- 
intendent of the Suemma Coleman Home, Indian- 
apolis, Indiana, originally chartered as the Flor- 
ence Crittenton Home. 


SS eee 


Dr. William Hindle has been named superin- 
tendent of the Charles V. Chapin Hospital, Provi- 
dence, Rhode Island, to succeed Dr. Dennett L. 
Richardson, who resigned to become superinten- 
dent of the Rhode Island Hospital, Providence. 


——— 


James F. Ingraham has been appointed director 
of the J. B. Thomas Hospital, Boston, Massa- 
chusetts. 


ee eee 


Mrs. Grace Klein has been named superintend- 
ent of the Memorial Hospital, Mount Pleasant, 
Iowa, succeeding Helen Fitzgerald, who resigned 
recently. 


—_—__<»—— 


Irving L. Lewis has been appointed superintend- 
ent of the Scranton State Hospital, Scranton, 
Pennsylvania, to succeed James T. Hanlon, who re- 
signed effective December 31. 
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NEW PORTABLE ASPIRATING PUMP 


Perfected Unit Provides 
Suction for Every Purpose 
Wherever Needed 
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In the obstetrical department, treatment room, private room or 
ward—wherever aspirating is required—the new Gomco No. 
789 Electric Suction Pump is indispensable. This portable 
unit is ideal for bronchoscopical, tonsil and urologic aspirat- 
ing. In conjunction with the Gomco infant mouth aspirating 
tube, it provides a superior means for safely aspirating mucus 
from the mouth of the newborn infant. 
Whenever an emergency need arises, this pump can be easily 
transported to any part of the hospital; it weighs but 18 Ibs. 
It is equipped with a 32 oz. vacuum bottle, and control valve 
which provides absolute and infinite control. The exclusive 
Gomco Over-flow valve protects the pump against flooding, 
for if the bottle is inadvertently allowed to over-flow, suction is 
automatically cut off. The precision pump is amazingly silent, 
and requires little attention. The Gomco name means qual- 
ity—years of trouble-free service. 

Your supply house will demonstrate the advantages of this 
pump. In white aseptic enamel finish, $82.50. Infant Mouth 
Aspirator, $4.50. Matching Stand also available. 

GOMCO SURGICAL MANUFACTURING CORP. 
87-91 Ellicott St. je) Buffalo, N. Y. 
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We have MOVED from our old address 
TO THE PALMOLIVE BUILDING 
919 N. Michigan Ave., Chicago 














READY NOW: 


Revised Series of 


TUMOR FORMS 


Following our policy of publishing new record 
forms as needed for hospital use, we announce this 
revised series of 24 forms, prepared by the Amer- 
ican College of Surgeons. 

Samples on request. 





OVER 800 


STANDARDIZED FORMS 


Adaptable to every hospital 
department and _ professional 
service. AUTHORITATIVE 
—many approved by A. H. A. 
and A. C. S. Built up after 
more than 25 years in hospital 
field. Economical because 
they’re printed in vast quan- 
tities. Write for details and 


samples. WE HAVE A 


PHYSICIANS’ RECORD co. FOR EVERY HOSPITAL 


The Largest Publishers of PURPOSE 
Hospital and Medical Records 





...the finest people that you 
can find...will make your 
hospital great! 


None others can. 


Last week, to your hospital, there came a red-head lad 
with a broken leg; there came expectant mothers; 
there came the little tads with burns; there came a 
father with pneumonia... 


. and all your world watched... 


. waited humbly, with trepidation, while anxious, 
black despair gave way to faith and perfect confidence 
... the while you worked. 


Then, this week, next week, that red-head bundle of 
boy hobbled away; young mothers fluttered to home 
nests with fledglings; the little tads scampered with 
burns healed, forgotten; and a man with new courage 
was returned to an anxious family. 


You folks did that, do things like that regularly; it is 
the common grist of your mill, the usual product of 
your lives, depending upon the kind of folks that you 


call yours. 


Make sure they’re fine; make sure their hands are 
skillful, their minds alert and trained; make sure they're 
vital, eager, honest, earnest; find if you’d call them 
pleasant, understanding . . . then ask them for the best 
they have . . . they’ll make your hospital great. 


We'll find them for you; we’ve-spent our lives in 
learning how. That is our great work. 


The MEDICAL BUREAU 


Palmolive Building, 919 North Michigan Ave. 
CHICAGO, ILLINOIS 











161 W. Harrison St., Chicago, Ill. 
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Dr. W. D. Martin, formerly superintendent of 
the Hospital for the Criminal Insane, Nashville, 
Tennessee, has been promoted to the superintend- 
ency of the Eastern State Hospital, Knoxville, 
Tennessee. 

> 

Colonel James A. Mattison has retired as chief 
medical officer of the Veterans’ Facility, West Los 
Angeles, California, and Dr. Charles F. Bayer has 
been named as his successor. 

—_>———_ 

Vivian E. Mench succeeds Mollie Bowman as 
superintendent of Epworth Hospital, Liberal, 
Kansas. 

—— <i 

Esther Mitchell has been named superintendent 
of the new St. Peter Community Hospital, St. 
Peter, Minnesota. 

; ——_<———— 

Ada R. Rosenthal, R.N., superintendent of Sinai 
Hospital, Baltimore, Maryland, has resigned, and 
Sidney M. Bergman, formerly assistant superin- 
tendent of the Beth Israel Hospital, Boston, 
Massachusetts, has been appointed Mr. Rosen- 
thal’s successor. 

—_—<>—————_ 

John G. Scott has been appointed superintend- 
ent of the Coaldale State Hospital, Coaldale, Penn- 
sylvania. 

a oman 

Theresa Sweetman has been appointed admin- 
istrator of the W. S. Major Hospital, Shelbyville, 
Indiana. Miss Sweetman was formerly with the 
City Hospital, Rushville, Indiana. 


ee ae 


Dr. Dennison Young has been appointed assis- 
tant director of the Jewish Hospital, Brooklyn, 
New York, to succeed Dr. Jacob Prager who ac- 
cepted the position of medical director of the 
Mount Sinai Hospital, Philadelphia, Pennsylvania. 


a  — 


Montgomery, Alabama—Construction has been 
started on the new nurses’ home for St. Marga- 
ret’s Hospital, Montgomery, Alabama. 


pace eee 


Danbury, Connecticut—Construction has been 
completed on the four-story wing to the Danbury 
Hospital, Danbury, Connecticut, containing forty 
additional rooms and providing about sixty addi- 
tional beds. 

lia a: 

Greenwich, Connecticut—The sum of $500,000 

has been pledged for the new building fund of the 


138 


' Greenwich Hospital, contingent upon $750,000 ac- 


ditional being raised. Plans for the construction 
of this new hospital have been under consideration 
for some time. It is expected that constructicin 
will start shortly after the first of the year. 


——<p——— 


Atlanta, Georgia—Grady Hospital, Atlanta, 
Georgia, opened its new maternity unit on De- 
cember 1, 1939. 


——_———-. 


Evanston, Illinois—Eliza Atkins Stone has made 
a bequest of $11,700 and C. Edward Carlson has 
given $1,000 to the Evanston Hospital, Evanston, 
Illinois, to be used for cancer research. 


SS ees 


Marion, Illinois—The Government opened bids 
on December 15 for the construction of the new 
Veterans’ Hospital at Marion, Illinois. When 
completed, this hospital will cost $1,500,000. 


Monticello, Illinois—Specifications for the John 
and Mary E. Kirby Hospital, Monticello, Illinois, 
have been completed, and bids for the construction 
were opened the first part of December. 


a 


Pittsfield, Illinois—The site has been purchased 
for the new Illini Community Hospital at Pitts- 
field, Illinois. Plans and specifications are now be- 
ing prepared and as soon as the plans are ap- 
proved, they will advertise for bids and let the 
contract. It is planned to start construction early 
in April. The Illini Community Hospital is one of 
the rural institutions supported by the Common- 
wealth Fund in cooperation with the citizens of 
Pittsfield and surrounding area. 


— a 


Jennings, Louisiana—Construction has started 
on the new hospital in Jennings, Louisiana. The 
building will contain twenty-six rooms, and will 
be modern in construction and equipment. 


Leese” lence 


Chestertown, Maryland—Plans and _ specifica- 
tions for the new wing at the Kent and Queen 
Anne’s General Hospital, Chestertown, Maryland, 
have been approved. 


ve) ee 


Salem, Massachusetts— The Salem Hospital, 
Salem, Massachusetts, has awarded contracts for 
a maternity and children’s building which, to- 
gether with its equipment and furnishings, will 
cost $300,000. This building will contain a com- 
plete maternity department with accommodations 
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YOUR PLACE... Any place! The WILL ROSS FLOATING 
PPP HEAD and SHOULDER REST 


offers all the — you’ve sy tr 
wanted. Why not go after it? Through 
Aznoe’s service the search can be made 
efficiently, without interference with 
your present work ... and the field is 
nation-wide, for Aznoe’s service extends 
everywhere. 
Employers who use Aznoe’s service find 
it their most effective way of making 
contacts with workers of highest effi- 
ciency. 
Because Aznoe’s make sure that every 
Places: applicant placed measures up to the 
NURSES, ALL Types _ highest vocational standards, the service 
PHYSICIANS is always mutually satisfactory. 
SUPERINTENDENTS 


X-RAY fo” 
DIET NS For the facts about this finer service— 
DE NT ists and for an application form. Classified 
DENTAL Rue columns of this magazine carry notice 
PHARMACISTS of several fine openings now available. 


CHEM ISTS 
MEDICAL 
STENOGRAPHERS 
HISTORIANS 


MEDICAL ARTISTS 
PHYSIOTHERAPISTS 


Oceano. The Will Ross Floating Head and Shoulder 
THERAPISTS Established Rest is not a back rest! There have always 
rt ie 1896 been back rests of one kind or another, either 
separate units or incorporated in the bed. No 

back rest can or does provide needed support 


CEN TRA ke REGISTRY FOR NURSES for head and shoulders. Pillows give only tem- 
AND PHYS ICIANS’ EX CHA N GE porary support, require frequent readjustment. 


30 North Michigan Avenue, Suite 820-828, Chicago The Will Ross Floating Head and Shoulder 
Rest gives complete and continuous support to 


head and shoulders, permits complete muscu- 
lar relaxation when eating, reading or visiting. 
Head and shoulders rest naturally and comfort- 
ably, supported by a spring-steel lattice-work 
panel that floats between flexible coil springs 
THE . .- the whole mounted on a spring-steel base. 

















Quickly and easily adjusted to whatever angle 
AMERICAN DIETETIC ASSOCIATION best suits the patient's comfort. Folds flat when 


not in use. Weighs only 7 lbs. And we repeat 


maintains a Placement Bureau to assist » .. the Will Ross Head and Shoulder Rest 
does what no back rest can do! 


HOSPITAL EXECUTIVES ot 6,000 tems * 


especially adapted to Hospital Service 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU RF . 
The American Dietetic Association WILL URRY INCORPORATED 


Wholesale Distributors and Manufacturers 
185 North Wabash Avenue of Méspitel Supplies 


Chicago, Illinois 3100 WEST CENTER ST. : MILWAUKEE, WISCONSIN 


‘ 
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for forty-nine mothers and a complete children’s 
ward with accommodations for thirty-two chil- 
dren. 

ee eae ae 


Sturgis, Michigan— The Memorial Hospital, 
Sturgis, Michigan, has been completed, and is now 
open for the reception of patients. On December 
17 the new nurses’ home, gift of Mrs. Stella 
Sturges Taylor, was formally dedicated. 


a ees 


Indianola, Mississippi—The new King’s Daugh- 
ters’ Hospital, Indianola, Mississippi, built at a 
cost of $40,000, was dedicated recently. 


coccenep lineman 


Liberty, Mississippi—The new hospital at Lib- 
erty, Mississippi, has been completed. This is the 
first hospital in Amite County built since the end 
of the Civil War. It was built through the efforts 
of Doctors Butler. 


ee earaanite 


Orange, New Jersey—The first shovelful of 
earth for the new $113,000 six-story addition to 
the east wing of the Medical and Surgical Build- 
ing of the Orange Memorial Hospital, Orange, New 
Jersey, was turned on November 30. 


a 


Brentwood, New York—The New York State 
Department of Mental Hygiene has purchased 876 
acres adjoining the Pilgrim State Hospital, Brent- 
wood, and extending into Huntington Township, 
as the site for the new state hospital for the in- 
sane. There is $6,000,000 available under the 
state program for the construction of the new 
hospital, and work will start as soon as possible. 


SESE conn 


Oceanside, Long Island, New York—Work has 
been started on the new $300,000 wing of the 
South Nassau Communities Hospital, Oceanside, 
New York. The new wing will be ready for occu- 
pancy by next September. 


ti 


White Plains, New York—The $1,200,000 White 
Plains Hospital, White Plains, New York, has been 
completed, and will be ready for occupancy the 
first of the year. 


——— 


Cincinnati, Ohio—Christ Hospital, Cincinnati, 
Ohio, celebrated its golden jubilee on December 1. 
A feature of the celebration was the presentation 
to the hospital of portraits of Doctors John C. 
Oliver and Edwin W. Mitchell. Dr. Oliver was a 
member of the original staff. 
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Cincinnati, Ohio—The new $1,500,000 building 
program of the Jewish Hospital, Cincinnati, Ohio, 
has been completed with the opening of its new 
unit. 


SEE ENE 
Fostoria, Ohio—The new addition to the City 


Hospital at Fostoria, Ohio, has been completed 
and was opened for general use on December 20. 


a 


Toledo, Ohio—The cornerstone for the new Ma- 
gruder Memorial Hospital, Port Clinton, Ohio, was 
laid on December 16. The hospital is the gift of 
the late Howard Magruder. 


ee oe 


Portland, Oregon—A building permit was issued 
on December 2 for the construction of the new 
seven-story St. Vincent’s East Side Hospital, Port- 
land, Oregon. Excavation is already under way, 
and construction will start immediately. The 
structure will be reinforced concrete frame faced 
with brick. It will be seven stories high with pro- 
vision for ultimate development to ten stories. 
The building will accommodate 190 patient beds 
and will have a chapel seating 144. St. Vincent’s 
Hospital is being built and operated by the Sisters 
of Charity of Providence. Francis B. Jacobberger 
is the architect. 


ee Se 


Bethlehem, Pennsylvania—The Bethlehem Steel 
Company, Bethlehem, Pennsylvania, through its 
president, E. G. Grace, has contributed $200,000 
to St. Luke’s Hospital, Bethlehem, toward a 
$350,000 building program for this institution. 
Plans for this new unit are being studied, and 
construction will start as soon as the plans have 
been approved. 


ei 


Philadelphia, Pennsylvania—Ground was broken 
on December 4 for two new units of the Univer- 
sity Hospital, Philadelphia, Pennsylvania. 


ee 


Philadelphia, Pennsylvania — The Pennsylvania 
Hospital for Nervous Diseases, Philadelphia, Penn- 
sylvania, is considering rebuilding on another site. 
Negotiations are under way for disposing of the 
present site for the new $8,500,000 low-rent hous- 
ing project. 


onan eed Se 


Rockville Center, Rhode Island—The contract 


- for the new wing of the South Nassau Communi- 


ties Hospital at Rockville Center, Long Island, has 
been let for $250,000. The wing contains 45 pri- 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS WANTE D—(Continued) 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





YOUNG MAN, 35, seeks employment with medium or large 
hospital. Has had over eight years of practical hos- 
pital experience in administrative field. Address Box 
M-1, HOSPITALS. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City ~ 
Director, Charlotte M. Powell, R. N. 


Specializing in Superior Personnel 


ALL MEMBERS of our organization are--or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


BECAUSE of this policy we are serving an ever increasing 
group of Approved and Registered Hospitals, as well as 
the Approved Services in the Industrial Field. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES: Graduate large mid- 
western hospital. B.S. degree, Columbia University. Ex- 
perience: 3 years Assistant Directress of Nurses; past 12 
years Directress of Nurses, 350-bed outstanding hospital 
with school. Excellent credentials. Available after 
January first. 


DIRECTRESS OF NURSES OR ASSISTANT: Age: 35 yrs. 
A.B. degree. Graduate western university hospital. One 
year Post-graduate in Pediatrics, University of Wash- 
ington. Experience: 6 years Instructor of Nurses and 
Assistant Superintendent of Nurses. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, MIlinois 


RADIOLOGIST—Diplomate American Board of Radiology; 
three-year fellowship and year’s experience as instructor 


THE MEDICAL BUREAU (Cont'd) 


radiology, university gag school; two years’ associa- 
tion in private practice. No. 636. 


PATHOLOGIST—A.B., M.S., M.D. degrees, state university; 
certified; graduate training here and abroad; twelve 
years, pathologist and director of laboratories, hospital 
group; regarded highly by colleagues. No. 637 


ADMINISTRATOR—Thoroughly experienced medical admin- 
istrator, trained under country’s best known administra- 
tors; several years’ successful experience as medical su- 
perintendent and director, large hospital; considered well- 
trained and competent medical superintendent for hos- 
pital of any size. No. 638 


ADMINISTRATOR—Graduate nurse; excellently trained; well 
educated; eight years, superintendent, 40-bed hospital; 
three years, superintendent, private hospital averaging 
60 patients; excellent organizer; unusual business abil- 
ity; member. American College of Hospital Administra- 
tors. No. 639. 


DIRECTOR OF NURSES—B.S., M.A. degrees; graduate of 
university school of nursing; four years, director of. 
nurses, 200-bed hospital; six years, professor of nursing 
education, large teaching hospital. No. 640. 


ANESTHETIST—Graduate of eastern school; course in an- 
esthesia, Lakeside; two years, supervisor and instructor 
anesthesia, fairly large teaching hospital. No. 641. 


SUPERVISOR—Bachelor and graduate nurse degrees; state 
university; excellent training in pediatrics; three years 
supervisor, pediatric department, large teaching hospital. 
No. 642. 


TECHNICIAN—(Registered) A.B., M.S. degrees; year’s ex- 
cellent training under one of country’s outstanding 
pathologists; two years, technician with small clinic; five 
years, technician, 400-bed hospital. No. 643. 


DIETITIAN—B.S. degree, state university; dietetic training, 
teaching hospital; three years’ excellent experience. No. 


SOCIAL WORKER—B.A. degree, state university; graduate 
training in medical social work, Simmons: seven years 
experience as medical social worker. No. 647 





NORTH’S HOSPITAL REGISTRY 
Lena North, Director 
408 Republic Building 
Louisville, Kentucky 


ANESTHETIST: Excellent training both as nurse and an- 
esthetist; twelve years’ experience administering anes- 
thetics, also teaching and demonstrating experience; one 
of the really outstanding anesthetists. References speak 
of fine appearance and personality as well as ability. 


ANESTHETIST: Age 25, graduate splendid southern Schoo! 
of Nursing; 3% years’ worthwhile experience as anes- 
thetist; dependable, capable, professional, far above the 
average. 


BOOKKEEPER: Age 34, also a capable stenographer; 10 
years commercial experience, five in hospital office. Good 
appearance and disposition; good handwriting, accurate 
work, a very efficient bookkeeper and stenographer. 


DIETITIAN: Battle Creek dietitian, member ADA and State 
organizations; chief dietitian 250-bed hospital past 7 
years. Alert, progressive, interested; consistently at- 
tractive tray service; interested in teaching; advantage- 
ous buyer. 


DIETITIAN: Graduate Purdue, excellent dietetic training; 
six years’ experience; Director Food Service 150-bed hos- 
pital two years; good educational and professional back- 
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vate and semi-private rooms, a new operating 
suite, emergency accident department, central sup- 
ply room, laundry and power plant. 

éStdlible eats 


Hemingway, South Carolina—Dr. Allen H. 
Johnson is building a hospital at Hemingway, 
South Carolina, which will be known as the John- 
son Memorial Hospital, in memory of his father, 
the late Dr. L. B. Johnson. 

ae 

Memphis, Tennessee—Bids for the construction 
of the new $400,000 addition to the Methodist 
Hospital, Memphis, Tennessee, have been received, 
and the contract for construction will soon be let. 
The new unit will be four stories in height and 
will contain one hundred beds. 


Athens, Texas—Construction began on Decem- 
ber 7 on a new twenty-six room hospital at Athens, 
Texas, which is being built by Dr. A. M. Duphorne 


and Dr. Dan Wolfe. 


; ARE Ti a 
Gonzales, Texas—Construction work has been 
started on the first unit of the Gonzales Warm 
Springs Foundation for Texas crippled children at 
Gonzales, Texas. 
sibcelauuae 
Littlefield, Texas—The Payne-Shotwell Hospital 
and Clinic, Littlefield, Texas, was dedicated on 
December 17. 
sake rere 


Wonewoc, Wisconsin—The Woodsmere Hospital 
at Wonewoc, Wisconsin, was opened on December 
1. Mrs. Hazel Hansberry is the superintendent. 





The Hospital Book Shelf 


(Continued from page 134) 


those of many of the better known diseases that it 
often is not recognized and, even when sought for, 
is difficult of diagnosis. 


The almost universal practice of pasteurization 
of public milk supplies removes the most potent 
source of danger to man, but it remains a source 
of danger to those institutions supporting their 
own herds and depending solely on sanitary meth- 
ods of milk production and handling as a protec- 
tion against milk borne diseases. 

i SE 
‘ACCEPTED Foops AND THEIR NUTRITIONAL SIG- 

NIFICANCE. Council on Foods of the American 

Medical Association. The American Medical 

Association. 1939. 


This publication collects in a single volume the 
extensive work done by the Council in the classifi- 
cation and analysis of the various types of foods 
advertised to the public. Processed foods have 
been. the chief concern of the Council as the con- 
sumer has few other sources of information as to 
composition and nutritive value except that con- 
tained in advertising. Perishables in their fresh 
condition, staples and partially processed products 
whose food values are a matter of common knowl- 
edge are omitted from consideration as are con- 
fectionery, condiments, and other materials used 
in the manufacture or processing of foods or 
articles whose appeal is gustatory rather than 
nutritional. 


Before acceptance the manufacturer must sub- 
mit claims, analysis, detailed information as to 
sources, and mode of handling, description of all 
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steps in manufacturing of the food, claims as to 
sterility or vitamin. content, and the foods are then 
examined to determine conformity with the manu- 
facturer’s claims. Conformity with the provisions 
of the Federal Pure Food and Drug Act must be 
assured. 


The subject matter bearing on individual prod- 
ucts is divided into sections according to a broad 


classification by use, and each product is described 


both as to the value of its major constituent and 
method of processing. In many instances the re- 
sults of analysis are given in detail, and in all 
cases the brand and name of the manufacturer of 
the accepted food are listed. 
eS ae 
MANUAL FOR DIABETIC PATIENTS. W. D. Samsum, 
M.D.; Alfred E. Kohler, M.D., Ph.D.; Ruth 
Bowden, B.S. The MacMillan Company. 1939. 
$3.25. 


As indicated in the title, this book is intended 
for the patient’s use in following the diabetic 
regime prescribed for him by his physician. It 
puts in easily understandable form the principles 
underlying treatment, but gives detailed discus- 
sions of such methods of diagnosis, methods and 
control of treatment, home laboratory procedures, 
and menu planning. Its elaborate tables of food 
values and characteristics enable the patient to 
carry out his prescribed regime with a minimum 
of effort. 


This book should likewise prove of value to 
clinic and visiting nurses who have to deal with 
diabetics. 
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THE HOUSE OF DELEGATES 


The House of Delegates of the American Hospital Association is elected every two 


years. The delegates elected in 1938 and who were members of the first House of 


Delegates have served their term. How well they discharged their responsibilities to the 
Association membership and the hospital field is evidenced by the growth in influence 
and prestige of the Association, and by the increased security of our hospitals and of the 
interests which our hospitals serve. 

The House of Delegates is the most important cf the three branches of the Association 
organization. It is the policy-forming body. It determines the course to be followed and 
guides the Association in every activity that promotes the interests of the Association and 
its membership, both personal and institutional. 

The House of Delegates serves in the broader fields of betterment of hospital service, 
in formulating sound practices for the operation of our institutions, in widening the distri- 
bution of hospital care, and in encouraging both moral and financial support of our institu- 
tions. In time it should be the most potent influence in the hospital field. 

Each state and province should elect its full quota of delegates and alternates to the 
incoming House of Delegates. 

Out of a membership of 100, the states and provinces elect 72 members of the House. 
Each state and province is entitled to its quota of delegates in proportion to its membership, 

but each state and province is entitled to at least one delegate and one alternate. 

The delegates elected to the first House were representative of the best thought of the 
entire hospital field. They were men and women whose leadership is recognized not only: 
in their own areas but throughout North America. Their judgment is sound judgment; 
and their policies were formulated and adopted after dignified and deliberate discussion. 

The election of delegates for the term 1940-1942 will be held immediately after 
January 1, 1940. The committees appointed to conduct these elections in the various 
states and provinces have been approved by the Board of Trustees, and the time and place 
for the election of the delegates and alternates will be determined by the various commit- 
tees. Each active personal member and each active institutional member of the Association 
will receive a notice of the election in their respective state or province immediately 
following the call of the committees. Active members of the association may vote in the 
elections either in person or by proxy. 

The committees should advise the Executive Secretary of the American Hospital 
Association, who is the Secretary of the House of Delegates, of the time and place of the 


election, in order to comply with the requirements of the By-Laws of the Association. 
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HOSPITAL ASSOCIATION MEETINGS 


April 22-24—Iowa Hospital Association, Des Moines 

April 25-26—Kentucky Hospital Association, Louisville 

April 25-26—Arkansas Hospital Association, Little Rock 

May 1-3—Tri-State Hospital Assembly, Chicago 

May 1-3—Hospital Association of Illinois, Chicago 

May 1-3—Indiana Hospital Association, Chicago 

May 1-3—Michigan Hospital Association, Chicago 

May 1-3—Wisconsin Hospital Association, Chicago 

= ene et, Association of Pennsylvania, Pitts- 
sippi urg 

March 27—Mississippi State Hospital Association, Biloxi May 18—Washington State Hospital Association, Spo- 


March 28-30—Southeastern Hospital Conference, Biloxi kane 

March 28-30—Florida Hospital Association, Biloxi May 12—NATIONAL HOSPITAL DAY 

April 2-4—Ohio Hospital Association, Columbus May 22—Connecticut Hospital Association, New Haven 

April 3—North Carolina Hospital Association, Winston- May 22-24—Hospital Association of the State of New 
Salem, North Carolina York, Buffalo Ni ; 

April 4-6—Carolinas - Virginias Hospital Association, May 23-25—Minnesota Hospital Association, Minneapolis 
Winston-Salem June 6-8—New Jersey Hospital Association, Atlantic City 

April 4-6—Hospital Association of West Virginia, Win- a ee Hospital Association, St. Louis, 
ston-Salem Ss 

April 4-6—Virginia Hospital Association, Winston-Salem August 11-13—National Hospital Association, Houston, 

April 4-6—South Carolina Hospital Association, Winston- Texas 3 
Salem September 13-15—American Protestant Hospital Associ- 

April 8—Tennessee Hospital Association, Chattanooga ation. Boston 

April 8-11—Association of Western Hospitals, Los An- September 14-16—American College of Hospital Admin- 

istrators, Boston 

September 16-20—AMERICAN HOSPITAL ASSOCIA- 

geles TION, Boston 

April 11-12—Mid-West Hospital Association, Kansas November 13—Colorado Hospital Association, Denver 
City, Missouri November 16-17—Oklahoma State Hospital Association, 


April 17—Alabama Hospital Association, Birmingham Oklahoma City 


February 2-3—Arizona Hospital Association, Phoenix 

February 12—Conference of Presidents and Secretaries 
of State Hospital Associations, Chicago. Board of 
Trustees’ Dinner to Presidents and Secretaries 

February 22-24—Texas State Hospital Association, San 
Antonio 

March 7-9—New England Hospital Association, Boston 

March 27—Nebraska Hospital Assembly, Lincoln 

March 27—Georgia Hospital Association, Biloxi, Missis- 


geles 
April 8-11—Association of California Hospitals, Los An- 





